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ABSTRACT 

This document provides information about the 1990-93 
overseas fellowships of the International Exchange of Experts and 
Information in Rehabilitation (lEEIR) , based on project summaries and 
reports from fellows and hosts. It begins with an interim report from 
an lEEIR fellow who traveled to Australia and a letter from a host in 
New Zealand. The interim report described the Illawarra Regional 
Health Service (New South Wales), and the lEEIR fellow's experiences 
during his visit. The letter from a New Zealand host welcomed the 
possibilities for a U.S. and New Zealand collaboration that will 
bring new ideas and directions in working with people with 
disabilities. Summaries of the 1990~1993 fellowships are then 
offered, in the following topic areas: technology, medical 
rehabilitation and research, special education/rehabilitation 
education, community-based rehabilitation programs and concepts,' 
advocacy, sensory disabi 1 it i^?: , vocational services/employment 
issues, mental heal th/psychosocial , attitudes and cultural biases, 
and developmental disabilities. The fellowships involved projects in 
Canada, Hong Kong, Thailand, England, and Kenya, among other 
countries. An article reprint is presented which captures the spirit 
of cross-cultural collaboration, ^'Developing Mutual Understanding 
between Western and Non-Western Cultures through Collaborative 
Research" by Judy Kuglemass and Kusdwiartri Setiono. The document 
also includes a section on what has b^en learned by carrying out 
fellowships over the last 15 years, based on a survey of 60 lEEIR 
fellowship participants. Survey findings are summarized in sections 
on professional profiles of participants, professional outcomes of 
experiences, and professional international resources, respectively. 
The document concludes with a list of fellows, a list of advisory 
committee and peer review panel members, and a list of monographs 
available from lEEIR. (JDD) 
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❖ Preface 



In this final publication of the 1990 - 1993 EEIR project period 
you will find an array of information about the lEEIR overseas 
fellowships, including some interesting ideas and collaborations 
that have come out of the project from fellows and hosts. 

For example, an interim report, requested of IFRTR fellows who 
typically spend four weeks abroad carrying out a fellowship 
snidy visit* is intended to serve as a way of reflecting on and 
organizing one's experience about halfway through Uie fellow- 
ship. Fellows' reflections and subsequent interim reports take 
different fonns. Stanley Ducharme's is quite tecent» informative, 
and should give you a sense of what an lEEIR fellowship 
experience looks and feeb like as it is being experienced. Nancy 
Eldredge's is very recent, personal and quite unique. 

Bob Gregory, the author of a detailed host-follow-up letter has 
been a highly involved host over the past ten years. His hosting 
of lEEIR fellows has enriched the experience of the fellows, and, 
as you can see by reading his piece, as weU as Dennis Harper's 
piece,alsoenriches hmtt and others' experiencesinNew Zealand. 

The array of abstracts, summaries, overviews, and reports of 
lEEIR 1990- 1993 fellows shared in this publication are- intended 
to provide the reader with a taste of each fellowship experience 
rqx)rted on . Whether or or not it is an abstract or a rqx)rt has no 
bearing on the substance of the individual fellowship experience 
or tho actual report of that experience which, in most cases, is 
available and can be requested fi*om tiie lEEIR. 

Although the thirty or so pieces relating direcUy to the lEEIR 
fellowship studies are "categorized" under one of seven headings 
for the convenienceof the reader, it is understood thatno category 
is absolute. For example, two pieces which appear under Special 
Education could also appear under Community Based Rehabili- 
tation Services and Concepts as could at least one falling under 
Menial Health Issues. 

A particularly interesting "interim report" (i.e. a report written 
and sent in to the lEEIR approximately halfway through the 
study-visit) came in after we had ahready decided to "feature" 
another illustrational interim report Since we wished to include 
this additional interim report in the publication because of its 
particular cultural value, it has been inserted under Sensory 
Disabilities. Because it relates to a smdy done on hearing impair- 
ment in Australia (see Nancy Eldredge's report). 

Dissemination of Mental Health Fellowships 
Excerpts from a report by Polly Ginsberg from a presentation 
resulting from her lEEIR fellowship study on mental health 
issues in urban and rural Kenya and Stewart Govig's '"postal* 
session" relevant to his study in China are being presented as 
examples of ways to disseminate ideas from abroad. 

Other 1990-1993 fellowships relevant to mental healtii featured 
in this publication are: <^ one carried out by Sharan Brown and 



Lane Gerber in Cambodia: Development of an Integrated Heal- 
ing Model to Address the Mental Health Crisis Among Khners, 
<r information about Irvin Rutman's recent trip to Japan to study 
Morita Therapy , ^ John Raasoch and Chris Sedor*s examination 
of PTSD in the Gaza Strip, ♦ excerpts from Fran Silvestri's study 
of mental health rehabilitation innovations in New Zealand, <t 
excerpts from Robert Liebcrman's experiences in China. 

Fellowship Survey Report 

In addition to various write-ups by andabout the fellows and their 
overseas smdies, this publication includes a section on what has 
been learned by carrying out fellowships over the fifteen years 
that the lEEIR has been funded. 

So many people have had an interest in the project that we feel 
they would be interested in looking in on the results of tiiis 
follow-up survey that was conducted during spring of 1 993' with 
the assistance of Susan Frankel of UNH. Of particular interest is 
the way that most fellows experience overseas professional 
/^arm'n^ visits as enduringprofessionalandpersonalexperiences 
that offer Uiem opportunities for reflection and reevaluation of 
theircuIture-basedassumptions.Theinfluencethatr/2eythenhave 
on tiieir junior colleagues and on consuniers, both in practice atKl 
through education has a ripple effect influencing how we carry 
out effective rehabilitation education, service and policy and 
planning. 

Benefits of Cross-cultural Collaboration 

Because the EEEIR has not sponsored exchanges m Eurt^ or 
Canada since 1987, the fellowships have been conducted in some 
countries where at first glance it might be difficult to ascertain 
what we in theU.S . can learn. Therefore, it has been important fcx" 
fellowship s^plicants to really think about and plan for what can 
be learned from other culuires. It has been an effort well placed. 

In the process of truly sharing and respecting each other's woric, 
experiences and cultural difi^erences, true cross-cultural and 
cross-national collaboration can occur. To show this, we have 
chosen to repeat in this publication an article which was pub- 
lished almost two years ago in Interchange which captures the 
spirit of this cross-cultural collaboration we try to encourage in 
this project arKl which we know has influenced several of the 
1990 - 1993 recipientsof lEEIR fellowship awards {^Develop- 
ing Mutual Understanding Between Western and Non-Western 
Cultures Through Collaborative Research, by Judy Kugelmass 
& Kusdvviartri Setiono). 

We would hope and expect that in various ways, people who have 
been touched by this project and its philosophy will continue to 
participate in and talk and write about the benefits (as well as the 
pitfalls) of cross-culmral, cross-national exchange of ideas. 

Diane E. Woods 
Project Director 
September 1993 



Interim Reflections and 
Collaborative Possibilities 



❖ An lEElR Fellow's Reflections 
Halfway Through: An Interim Report* 
From a Letter to the lEEIR from Stanley Ducharme^ 
Ph.D., Director, Rehab Medicine Boston University 
School of Medicine 

"Greetings from Australia. I am pleased to inform you that after 
what seemed like an endless plane trip that T ve made it here and 
am now almost two weeks into my fellowship project At this 
point, my study visit is moving along well although I have come 
to realize that certain changes in my original plans may have to 
be made. Most notably, it has been necessary for me to examine 
a broader group of disabilities than spinal cord injury alone. 
However, I feel that this has only added to my experience rather 
than detracted from it This letter will serve as my interim report 
to the World Rehabilitation Fund. 

**I arrived in Australia on March 22, 1993 after long flights on 
American Airlines and Air New Zealand. Fortunately, I was able 
to break up my long travel time with a psychologist colleague in 
Los Angeles and a week-end stay in Rarotonga of the Cook 
Islands. While in the Cook Islands, I was able to get a visit and 
tour of the local hospital after discussing the purpose of my visit 
with people at the local car rental agency. The hospital itself was 
a small facility with minium resources that was located close to 
the main town on the island. Although English is the language of 
the Cook Islands, the local dialect was difficult to understand and 
questions often added more confusion than clarity. Nevertheless, 
it was a fascinating introduction to the health system of the 
Pacific Region. It was also exciting to know that my study visit 
was finally underway after many months of planning and a delay 
from my original departure date. 

*T was met at the airport by my study host. Dr. Lynette Lee and 
the business manager of the Ulawarra Regional Health Service. 
It was about a two hour drive to reach the town of Kiama, south 
of Sydney, wheie I was to be the house guest of my host and her 
family. Over these past two weeks, T ve been fortunate enough to 
be the guest of Dr. Lee, her husband Dr. McDonald and their two 
children, Patrick and Robert. They have been exceptionally 
generous during my stay setting up a barbecue with local psy- 
chologists from the University of WollOTgong, touring mearound 
the countryside and giving me plenty of information regarding 
the cultural aspects of life in Australia. In addition, Dr Lee has 
worked hard in organizing various components of my study visit 
such as lectures, workshops and meetings ata number of comm u- 
nity agencies, hospitals and the local University. Being the guest 
of an Australian family has further enriched my visitby exposing 
me to the day to day lif eof Australians and integrating me into the 
family unit It has also allowed me long hours during the evenings 
to be able to process my perceptions of the rehabilitation process 
and to have more in-depth discussions of my experiences. 

Continued on page 49 
* also see page 25 for another in(erim report 



❖ The Possibilities for US. and New 
Zealand Collaboration: A Hosts 
Perspective 

From a Letter from Robert I Gregory, 
Senior Lecturer, Department of Psychology 
Massey University, Palmerstown North, NZ 

•^Regarding Dennis Harper's visit to New Zealand under Inter- 
national Exchange of Experts and Information in Rehabilitation 
(lEEIR) sponsorship, (Social Preferences of Maori Children 
Towards Visible Physical Impairments), I would like to offer 
some observations and ideas, and thank you for the opportunity 
to work with Dr. Harper. 

**My initial observation is to record for you the range and high 
quality of tasks completed - a record of performance: 

Without the extensive preliminary contacts, 
and without the background of working over 
the phone, via E'Mail, by letter, and through 
exchanges of reports, this project would have 
not been as successful 



**I) Four individual seminars (two hours each) for faculty and 
advanced graduate students, mainly in the Department of Psy- 
chology and advertised as open to the campus at large. 

**2) Seminar (two hours) with Clinical Psychology graduate 
students (class conducted by Cheryl WooUey) in which a case 
presentation and a review of advanced psychodiagnostics were 
offered. 

"3) Seminar (two hours) with Advanced Rehabilitation Studies 
students in my class in which Dennis presented ideas and we 
talked about rehabilitation psychology and attitudes. 

**4) Individual meetings with numerous faculty and advanced 
graduate students in i-ehabilitation studies,psychology , andclini- 
cal psychology. 

"5) Presentation to local special education teachers at the Palm- 
erstown North Teachers* College on the research and on strate- 
gies that teachers could use in classrooms. 

"6) Presentation and subsequent discussion and exchange of 
information, ideas and feelings about children with disabilities in 
New Zealand with local school psychologists. The meeting took 
place in the local school system. 



Continued on next page 
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"7) Co-presentaiion of attitudes toward disability research with 
Mihi Ratima, Researcher at the Maori Health Research group's 
initial special seminar series sponsored by the Department of 
Maori Studies* Among participants were Maori health profes- 
sionals from several areas of New Zealand 

"8) Presented information about the research project on attitudes 
to disability among Maori children through an interview format 
conducted by Ms. Kim Hill for the New Zealand National Radio 
program "Morning Report" on 30 March 1993. A tape was made 
of the presentation and both Dennis and 1 will retain a copy for 
future use in teaching. 

*'9) Completed the data collection of the research proposed and 
funded by the World Rehabilitation Fond (lEEIR), including 
interviews of well over 125 children. The data collected, with 
only preliminary analyses conducted so far, appear to be of 
interest and value, both in terms of research interests on attitudes 
generally, and specific interests for Maori children in New 
2^and. 

*'10) Made plans to co-direct an Honors Thesis of Mr. Steve 
Rowsell of the Psychology Department of Massey University 
with co-supervision by Malcohn Johnson of the department The 
research will extend the smdy of attimdes toward physical 
disability of New Zealand children. 

** 1 1) Made plans to develop, with myself, Dennis, and others, an 
'International Issues Course on Disability," via E-Mail, for our 
advanced students, in several countries for 1994. 

"12) The third seminar presented by Dr. Harper in the Depart- 
ment of Psychology was based on his paper titled "New Para- 
digms in Research and Practice in Childhood Rehabilitation." 
This p^r led me to state to the audience following the seminar 
that I quote (asbest I can from memory): Dennis, you have taken 
us from the stage of *Give a boy a hammer and he will hammer 
everything in sight,* levels of research to Try a range of options 
and choices with the many tools available.* further on to Try 
gaining the big picture and manage the information as with a 
camera,* to *Let*s also include the process as with a video,* to 
'We have recently opened the doors to new paradigms in which 



we can think and carry out oiir research with the power of 
computers and virtual reality*.** Tnily this was a special paper, 
and 1 am proud that it will appear as an Occasional Paper in the 
Department of Psychology series. 

*M3) Shared ideas and began to draft a paper on cultural issues 
for researchers in the disability arena* specifically on the roles 
of "insiders and outsiders" who team up to conduct research. 

"'14) Anticip^ publication of the data gathered on Maori 
children *s attitudes towards physical disability following data 
analysis. 

**15) Anticipate publication of the data that will be gathered by 
Steve Rowsell and Malcolm Johnson on Maori children's 
auitudes towards physical disability. 

"16) Stimulated me to write up a report on the status of 
rehabilitation psychology efforts i New Zealand, with Jodie 
Batten, advanced graduate student This i>aper may be pub- 
lished in the Newsletter of Division 22 (APA). 

"In the way of ideas, I would like to comment that the use of E- 
Mail made a major di^erence for both of us, in preparation , for 
Dennis in maintaining contact with researchers back in the 
United States, and I anticipate, fc^ both of us in writing up 
results and continuing contact in the future. 

**Without the extensive preliminary contacts, and without the 
background of working over the phone, via E-Mail, by letter, 
and through exchanges of reports, this project would have not 
been as successful. lEEIR guidance in enabling us to establish 
early and continuing contact 

"For me personally and professionally, this visit has been 
remarkably productive^ meaningful and successful. My stu- 
det^ts have benefited in a wide variety of ways. Also, 1 am 
pleased that my department, the Department of Maori Soidles, 
the University, and the community have also gained. I antici- 
pate that the benefits of the research data, yet to be fully 
analyzed, will also bring us new ideas and directions in our work 
with people with disabilities.** 
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1 990 - 1 993 Fellowship Summaries 



❖ Technology 



❖ Effectiveness of Assistive Alerting Devices for tlie Hearing Impaired in Australia 

L Harris Nobcr, Ph.D., School of Public Healthy University of Massachusetts 



Hosting E. Harris Nober in June 1993 was Dr. Norman Erber, 
Communications Disorders/Health Sciences at La Trobe Uni- 
versity, Bundoora Campus. 

The purpose of Nober*s study was to collaborate with a variety 
of resources: developers of a popular cochlear implant device; 
directors of schools for the deaf; mainstream programs for the 
hearing impaired, luiiversity researchers, engineers and regula- 
tory officials regarding assistive safety device signals for the 
hearing impaired and the hearing impaired elderly and to share 



his expertise with these groups. 

Dr. Nober*s experimental research on audible and visual smoke 
detector safety alarm effectiveness for the general public* the 
severely hearing impaired, the mentally impaired and the elderly 
has been his main research focus for over a decade. A series of 
experiments, "Waking Effective^iess of Household Smoke and 
Fire Detection Devices'', conducted at the University of Massa- 
chusetts, Amherst, established the baseline data now used in the 
United States and England. 



❖ A CrosS'^cultural Model For Appropriate Technology Prosthetics: 

The Jaipur Foot Revisited Dr. Timothy R Staats, ED.D., CP^ Director, UCLA Prosthetics Research 
Project, Rehabilitation Center, Los Angeles, California 



Introduction 

This lEHIR Fellowship study related to choices of appropriate 
prosthetics and orthotic technology in the developing world and 
cross-cultural implications for the United Statps. The study 
involveda visit by the fellow with Dr. P.K. Sethi,aleading expert 
on a];^ropriate technology prosthetics, in 
Jaipur, in Rajasthan, India. The thrust of 
the visit was to discuss field research find- 
ings collected by the fellow and to resolve 
inconsisteiKies in those fmdings with pub- 
lished literature. The summary report of 
discussions provides insights into the com- 
plicated mosaic of prosthetics and orthotics 
technology seen in the world. 



Spain, Argentina, Russia, Sweden, England, Scotland, Norway, 
Denrnaik, El Salvador and Cuba provided the opportunity to 
study prosthetics service models in a variety of cultures to gather 
photographs related to prosthetics techniques and technology in 
both workshop and living conditions. 



Background for the Fellowship 

Dr. Timothy Staats is an American certified 
prosthetist and is the Director of prosthetics 
orthotics education and research at the Uni- 
versity of California at Los Angeles, Cali- 
fornia, During the past ten years, in addi- 
tional to clinical and educational responsi- 
bilities, he has conducted informal field 
research dealing with use and choices of 
prosthetics and orthotics technology as part 
of various international consulting assign- 
ments for governmental and nongovernmental agencies. These 
assignments have included assessments of need for humanitar- 
ian assistance for amputees and other physically disabled people 
in Lebanon, Ethiopia, Cambodia, Laos, Vietr/\m, Armenia, and 
the Occupied Territories of Israel (Gaza Strip and the West 
Bank). In addition to these humanitarian assignments , additional 
work for the purpose of organizing and conducting prosthetics 
training seminars for prosthetists in Mexico, Canada, Australia, 

BEST COPY AVAILABLE 




Dr. Staats eximiningampuUes wearing Ja^ur limbs at SomHospilai, Jaipur 

A formal request was made to the lEEIR for this fellowship study 
trip to share with Dr. Sethi samples of the collected data and to 
have mutual discussions about perceptions of appropriate tech- 
nology for prosthetics and orthotic. The discussions proved to be 
as philosophical as scientific in nature, and initial plans for visit 
for 4 days in Jaipur were soon extended to 8 days. 



Continued on next page 
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The lEEIR fellowship to India accompKshed the following 
activities: 

<^ Travel from Delhi to Jaipur viewing geneially urban and rural 
living, working, and travel conditions. Examples of primary 
cause of amputations in India were seen in numerous traffic 
accidents eniioute. 

^ Intensive discussions were arranged on appropriate technol- 
ogy, prosthetics and rehabilitation between Dr. T. Staats and Dr. 
PK Sethi,Chief of Orthopedic SurgeryatS.Durlabghi Memorial 
Hospital (SDM) in Jaipur India. There was sharing of ideas and 
knowledge from experiences in many cultural and social condi- 
tions. 



Choices of appropriate technology for ampu- 
tees and the physically tabled person in the 
developing world requires a thorough under- 
standing of the living conditions, culturCy and 

working environment to design and build 
prosthetics and orthotics assistive devices that 
will suit the needs of the individual 



<^ In Jaipur, technology transfer by Dr. Staats to the host 
institution Included four days of lectures and demonstrations on 
prosthetics technique and technology with professional staff at a 
prosthetics/orthotics workshop at SDM Hospital. Topics included 
UCLA total surface bearing below the knee frosthetics; Ischial 
containment above the knee prosthetics; and UCBL shoe insert 
orthotics. 

❖ In Jaipur many technology transfer discussions took place 
regarding SDM staff intention of expanding polio orthotics 
efforts. Expertise on orthotics designs and solving fabrication 
problems were shared. 

❖ In Jaipur, a review of patients fitted with Jaipur-style below 
knee prostheses; polio bracing patients; and India style hand 
powered rickshaws were conducted 

❖ Travel from Jaipur to Agra and New Delhi by private hired car 
permitted a slower paced viewing of urban and rural living, 
working, and travel conditions and observations of how disabled 
citizens are integrated into society. The fellow hired a retired 
school teacher as a guide and arranged a special tour of poorest 
areas of Delhi through four separate cultures, to see firsthand 
those areas where amputees, and other severely disabled people 
congregate to live, beg, and work. 

General Findings and Intpressions: 

Choices of appropriate technology for amputees and the physi- 
cally disabled person in the developing world requires athorough 
understanding of the living conditions, culture, and working 
environment to design and build prosthetics and orthotics assistive 
devices that will suit the needs of the individual. One should not 
have preconceived ideas about what the living conditions, cul- 
ture, and working environments will be in any country » or even 



within a region of a country due to a plethora of variations. The 
political status and stability in acountry may greatly influence the 
selectionof prostheticsandoithoticstechnology. Thatis, whether 
a country is at peace, at war, in a post-war period, the strength 
and organization of the government infiastnicture can affect the 
selection of technological choices. The form of government may 
also contribute to the quality and quantity of servKes provided. 
There is a lack of understanding of prosthetics and orthotics 
technological choices for the developing worid and post-war 
world which is evidenced by inappropriate selections of pros- 
thetics and orthotics techniques and technology; and by unreal- 
istic expectations and guidelines by humanitarian funding 
agencies. 

There is a difiterence between pro5theticsK>rthotics care delivery 
in poor countries thatare at peace as opposed to poor countries at 
war. War zone prosthetics and orthotics may be considered an 
acute situation whereas a country at peace may be considered to 
have a chronic problem with disability. In the long term both 
situations arechronicbutthe public awareness to o^er assistance 
is heighten^ and made acute by mass-media coverage of war. It 
may be easier to raise money for acute situations and relief 
agencies are more likely to come to high profile problem areas 
than long term chronic areas. There is an world-wide shortage of 
trained prosthetics-orthotics instructors and trained prosthetists 
and orthotists. In the developing world there is a need for 
prosthetist-orthotists with a broad range of skills with multiple 
technologies so that whatever prosthetics technology is available 
may be taught and utilized. This requires **flexible response 
tactics** to prosthetics and orthotics rehabilitation. It may also 
require "rehabilitation triage tactics'* as more difficult cases may 
be deferred andhighervolumeor less difficultcases handled. The 
skill of the availablepiOsthedcsK)rthotics work force will dictate 
the types of problems that can be addressed. 



Too much emphasis is placed on the volume of 
prostheses and orthoses delivered rather than 
the usefulness to the disabled person who 
must live and work using the device. 



There is a need for prosthetics-orthotics educadonal materials 
suited to use in poor countries by volunteer prosthctic-orthotics 
instructors who may not have teaching experience and may be 
teaching individuals with marginal education credentials. There 
is a similar need for educational materials in the Uniu^d States as 
no new training materials have been written in decades. There is 
a need to conduct research on prostheses and orthoses at the point 
of use rather than the point of delivery. Too much emphasis is 
placed on the volume of prostheses and orthoses delivered rather 
than the usefulness to the disabled person who must live and 
work using the device. 

Summary 

The fmal report of this lEEIR Fellowship study uses country 
examples and photographs from Dr. Staats international travel to 
illustrate and elaborate each of these points. 
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❖ Medical Rehabilitation and Research 



❖ Clinical Assessment of Early Leprous Neuropathy with Electrophysiological 

Correlation red Brown, M.D., chief Resident, Department of Rehabiiitation Medicine, University of Washington 



Since the 13th Century, nerveinvolvemcnt has been arccognizcd 
and universal feature of leprosy. Sequelae of peripheral nerve 
damage include loss of function, connactures, digital resorption 
(shortening of the digits), neuropathic ulcers and joints, 
osteomyelitis and ultimately, amputation. Ted Brown's lEEIR 
project was to study nerve damage associated with lq)n>sy. In 
late 1992 he spent six weeks performing physical and electro- 
physiological testing of patients with newly diagnosed leprosy ai 
McKean Rehabilitation Center and Chiang Mai University in 
Northern Thailand. 

The results identified common clinical and electrodiagnostic 
manifestations of neive damage and also identified duration of 



illness as an important predictor of severity of neuropathy. This 
givescredencetoongoingeffoitstoachieveearlydiagnosisinthe 
Third Wwld. The results have or will be presented at three 
national andoneintemational conference andhavebeen submitted 
for publication. 

Since returning from his lEEIR fellowship, Ted Brown has 
received aHeiser fellowship tocontinue leprosy research. He has 
also accepted a staff position at McKean Rehabilitation Center in 
Chiang Mai, Thailand wh^ he will be a rehabilitation specialist 
The lEEIR fellowship has played a significant role in determining 
his career path and making the neuronal manifestations of lep- 
rosy more familiar to American health professionals. 



❖ Continuous Passive Motion (CPM)^ T\ 
Pain and Disability Rowland Gibson Hazard, 
Spine Institute of New England 

In February 1993, Dr. Rowland Hazard received an lEEIR 
fellowship to exchange ideas in the area of continuous passive 
lumbar spinal motion with Robin McKenzie in New Zealand. 
Mr. McKwizie is a world-reknown expert in the area of self-care 
exercises for low back pain, and heads the McKenzie Institute 
International, with teaching faculties throughout the world. 

Currently low back v^n is the most disabling musculoskeletal 
condition in the United States. Over 70% of the population at 
some point experiences significantdisability from low back pain, 
and current costs for associated medical care, work loss and 
compensation exceed $50 billion annually. Multiple preventa- 
tive and tlierapeutic strategies have evolved over the years in the 
United States and elsewhere, but the "epidemic"* of occupational 
low back pain continues unchecked. Recently, researchers in the 
United States and New Zealand have independendy developed 
techniques for preventing and reducing low back pain utilizing 
continuous passive motion or CPM. 

CPM has been used for many years to increase joint stability and 
ligament and tendon function in peripheral joints following 
major surgery. It is reasonable to expect that continuous passive 
motion in the lumbar spine might have similar tissue benefits in 
addition to improved intervertebral disc physiology. From an 
epidemiologic perspective, a potential benefiiof CPM is suggested 
by the fact that occupational low back pain has a well documented 
association with sedentary work. One biomechanical strategy 
against sedentary low back pain has been lumbar support, usually 
with some form of cushioning. The CPM device developed by 
Hazard and Reinecke takes advantage of this lumbar support 
concept by providing cycles of gradually increasing and decreas- 
ing lumbar support 



New Approaches to Reducing Low Back 
D., Director of Rehabilitation Services, 



Hazard and Reinecke have recently researched two critical 
features of continuous passive motion in seated individuals. 
First, when people without clinical histories of low back pain 
used theirdevice(theBackCycler CPM) at individually selected 
pressure levels, significantly greater lumbar lordotic motion 
occurred than when the CPM device was in place but not 
operating. In order to measure this lordotic motion in a seated 
indiv idual, a new device, the Lordosimeter was developed within 
the Vermont Rehabilitation Engineering Center by Reinecke, ei 
al. Second, patients with chronic stable low back pain who drove 
more than two hours per day reported higher levels of comfort 
and lower levels of stiffness and fatigue when the device was 
opera,ting than when it was not. 

Thepuipose of this fellowship was toallow Hazard and McKenzie 
to observe together clinical ^plications of this CPM approach as 
well as with the mechanical Repex device which McKenzie had 
been using as a therapeutic approach to acute and chronic low 
backpain. Both researchersrealized that measurementofrepetitive 
lordotic spinal motion might be key to further research in this 
area. 

Measurement of Lumbar Lordosis 

During this fellowship. Hazard introduced the concept of con- 
tinuous lordosis measurement using the Lordosimeter device for 
clinical applications. In Mr. McKenzie *s clinic in New Zealand 
i t became clear that a less technical and time consuming measure- 
ment technique was needed for clinical use. Therefore, three 
other methods for lordosis measurement were evaluated: a 
flexible ruler, dual inclinometers, and skin attraction. A formal 
study was carried out to assess the interraier reliability of each 
technique in measuring prone lordotic movement of the lumbar 
^ p Continued on next page 



spine. This evaluation revealed the superiority of the sldn 
attraction technique, and a manuscript of this study has been 
submi tted for publication in the New 2Lcaland Journal of Physical 
Thers^y . This measurement research suggests that skin aorsK:- 
tion can be used simply and accurately in future studies of 
lordotic treatment techniques. 

CPM and Seating: The Back Cyder CPM 
The fellowship inchided car driving tests of the Back Cycler 
CPM device, during which a number of insights were developed. 
First, the initial physical sensation of movement provided by the 
device may be somewhat uncomfortable for people who are not 
accustomed to sitting with lordosis. This observation was made 
by Mr, McKenzie through his own extensive experience with 
static lumbar supports. Apparently, patients with long-standing 
back pain can be sensitive to this initial discomfonbut eventually 
^d that lumbar support allo ws them greater comfon during 
prolonged seating. This observation fits with the second fmding 
that within minutes of turning on the device, its cyclic inflation 
and deflation are not only not distracting, but may not be evident 
to the user as he or she attends to the task of motor vehicle 
driving. The action of the device is easily noticed if attended to, 
however. The most dramatic results of using the device are 
enhancement of comfort over long periods of sitting (usually 



greater than one half hour) and the absence of low back stiffness 
which commonly occurs after prolonged sitting. It is assumed 
that this latter fmding has some pathophysiologic basis associ- 
ated with the lumbar ^mial movement measured in previous 
research. If rq)etitive lordotic CPM does discourage posterior 
migration of the nucleus pulposus, ligamentous creep, and mus- 
c ular fatigue, the Back Cycler CPM m ay not only be able to make 
piolonged sitting more comfoitable, but to reduce the low back 
injuries which occur with lifting and other trunk stresses imme- 
diately following prolonged sitting. Mr. McKenzie had some 
very helpful suggestions partkrularly in the area of converting the 
Back Cycler CPM into an aid for treating patients with back pain 
either in the physical therapy or home setting. 

Mr. McKenzie and Dr. Hazard have subsequently written an 
article regarding CPM for low back problems with Dr. Ven 
Mooney, and publication is anticipated in the Journal of Mus- 
culoskeletal Medicine. It is hoped that the findings and insights 
provided by this fellowship will benefit future research and 
development efforts in the Vemiont Rehabilitation Engineering 
Center at the University of Vermont and in Ergomedics, Inc., 
Winooski, Vermont, the industrial developer of k>w back CPM. 
Mr. McKenzie will continue to evaluate and disseminate infor- 
mation about CPM through his teaching institute. 



❖ Strategies for Enhancing Communication and Interactions between Physicians and 
Persons with Physical Illnesses and Disabilities Margaret e. Badman, Ph.D. Psychologist 



Background 

With the advent of sophisticated medical treatments, the psycho- 
logical needs of those with physkal illnesses and disabilities are 
often minimized The purpose of Backman*s study-visit was to 
identify methods and services that enable physicians to be more 
sensitive to the psychological needs of their patients. 

As part of the project, interviews were conducted with medical 
staff, nurses, occupational therapists, patients/consumers, and 
mental health professionals in New Zealand, Australia, the 
Republic of Fiji and The Cook Islands (Rarotonga). The re- 
search questions were: 4^ What are physicians* attimdes toward 
the psychological needs of their patients; ^ What training is 
available to medical students and practitioners to educate Uiem 
regarding the emotional needs and reactions of patients; ♦ What 
role do mental health professionals play in the treatment of 
disabled clients and medically ill patients; <0» How do consumers 
perceive their care, and how do they influence their care in terms 
of its meeting their psychological needs; <^ What are the issues 
involved in cross-cultural communication when physician and 
patient are from different cultures. 

Implications for the United States 

The findings of this project have important implications in the 
United States in many areas: training programs, consumer advo- 
cacy and support groups, rehabilitation agencies, hospitals, con- 
tinuing education of physicians and mental health practitioners, 
and research. 



In all the countries visited, physicians and patients expressed a 
need for psychological support for coping witii physical illnesses 
and disabilities. However, physicians complained of being too 
busy to attend to patients* psychological needs themselves, and 
they mentioned the dearth of well-trained mental health profes- 
sionals in their countries. In the United States we do have a 
resource of such professionals; however, their services are incor- 
porated into the rehabilitation field to a much greater extent than 
into the medical fieki. 

The Mental Health Professional as 
Part of the Treatment Team 

As the study-visit found, mental health professionals need to 
inform physicians about the various services that they can pro- 
vide, and physicians in turn need to learn how to work as a team 
with these professionals. Such cooperation would not only relieve 
physicians of the burden of having to spend more time with 
patients, but would also assure patients that their psychological 
needs are being met by those with specialised training in mental 
health. 

Physician Education, Training and Research 

The practical importance of good patient-doctor comniunication 
should be stressed in training programs and in continuing educa- 
tion programs for physicians. In theUnitedStates more and more 
medical schools have been introducing courses in the behavioral 
and social sciences.Thefindings of this study-project support the 

Continued on next page 
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need for positive lole models, i.e., established physicians and 
mental health professionals, who reinforce in the applied clinical 
sellings the value of psychological support. 

Research programs should be developed to identify 1) unmet 
needs in patient-doctor communication and 2) the most effective 
utilization of mental heaitli resources in the treatment of medical 
illness and disability. Such research is of increasing importance 
in lighi: of the movement toward nadonal health insurance and 
HMO's. Third party payers, i.e., insurance companies and the 
government, need to be made aware of the importance of mental 
health care in the treatment of patients with chronic ilhiesses and 
disabilities— not only for quality of care but for reduction of 
costs. 

issues in Cross-Cultural Communication 

This study-visit has revealed the importance of sensitivity to 
cultural differences for effective communication and medical 
treatment in multi cultural societies. As the United States is a 
multi- cultural sotnety, more resource materials need to bz 
developed regarding cultural issues that impact on treatment 
Courses in cross-cultural issues should be incorporated into 
medical education, as well as into the training of mental health 
professionals. Also, professionals need to be aware of the impor- 
tanceof using specially trained interpretersfor reducingmiscom- 
munication and affecting compliance and treatment outcome. 



Patient education 

In vol vingpatienis themselves in the communication process is of 
utmost importaiK:e, as research in theU. S. and abroad continues 
to show. Asseniveness training, coaching in question-asking 
techniques, and providingfeedback on what transpiresin medical 
consultations, lead to increases irv patient satisfaction and com- 
pliance. Suppon should be given to projects that focus on the 
development of coaching techniques, such as video tapes and 
other materials, that he^ patients learn about their illnesses and 
disabilities and communicate thdr concerns to their physicians. 
Support groups and consumer advocacy groups can play an 
importantrole in this educational process, including the production 
of materials for patients, physicians, and mental health profes- 
sionals. 

In conclusion, this study confirmed the need for improved 
sensitivity and communication in patient-physician communi- 
cation can have positive effects on: 

❖ Compliance — thosewho participate more in theirown care are 
more lately to follow physicians* directives; ❖ Co^/i'— includ- 
ing psychological care as part of medical treatment results in 
fewer medical visits; ❖ Quality of care — patients will feel freer 
to communicate with then: physicians, and physical and psy- 
chological needs will be more easily recognized; ❖ Quality of 
///^--communication leads to satisfaction witii care and an 
improved quality of life. Recent research suggests that for SOTie 
conditions incoiporating psychological interventions into medi- 
cal tieatment may even affect longevity. 



❖ Awareness of Behavioral Limitations After Traumatic Brain Injury: A Cross- 
cultural Study of New Zealand Maori and Non-Maori a Prigatano, Ph.D., Barrow 
Neurological Institute, St Josepli's Hospital and Medical Center and Massey University, New Zealand 



A major question surrounding the field of neuropsychological 
rehabilitation after brain injury is whether or not the patient's 
alteied awareness of their neuropsychological impairments is 
due to a psychological defense mechanism (i.e., denial) or is 
mediated by disturbances of brain function. It has be^Ti argued 
Uiat in cultures that have a strong work ethic and which empha- 
sizes productivity according to Western standards, that denial of 
disability of any type is more common. 

In New Zealand* two traditions exist side by side which allow for 
the assessment of this question from a scientific point-of-view. 
The British New Zealanders carry with them many of the values 
ascribed to by Western counuies including tiie United States. 
There is also the Maori population which does not seem to put as 



much emphasis on these traditional Western values and, as a 
group, appear to be more tolerant of deviation in behavior. 

Through the support of Massey University and the International 
Exchange of Experts and Information in Rehabilitation (lEEIR) 
Prigatano studied altered awareness in Maori New Zealanders as 
well as in English ancestry New Zealanders. To his surprise, 
Macxi New Zealanders with traumatic brain injury did not show 
the same degree of underestimating their behavioral problems 
compared to English ancestry New Zealanders with TBI. How- 
ever, thCTe was a confounding in the experimental design be- 
tween the ethnicity of the subject and possible lesion location. 
This initial bit of research, however, has alerted us to more 
carefully assessing both cultural factors and the role botli right 
and left hemisphere impairment and how patients perceive their 
disabilities. 
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❖ Special Education/Rehabilitation Education 



An Application of Australian Distance-Education Models to Rehabilitation 
Education in the U.S. Clirisann SMro-Celst, Ph.D., Director of Graduate Studies, Division of 
Rehabilitation Education Services, University of lUinoss, Urbana-Champaign 



Dr. CbrL^sann Schiro-Geist visited five Australian universities 
and had an extensive visit with a colleague in rehabilitation from 
a six* Australian Instinition in the su^ies of Victoria* New South 
Whales» and Queensland, Australia in June and July of 1993 . The 
purpose of Dr. Schiro-geist*s visit was to review the history, 
curricula, and models of dissemination of distance education 
models of graduate education, especially emphasizing those 
distance models used by Australian rehabilitation educators to 
see if the models would be a^)propriate for replication in the U.S. 

There has been an extensive history of distance education in 
Australia especially emphasized since the end of World War II 
when university educations became especially important for 
citizens of Australia. Distance education models for elementary 
and secondary education have been extremely longstanding 
within this country which has a fairly small population and a huge 



expanse of and. Models of distance education are primarily based 
on correspondence study but include a variety of important 
telecommunication advances including interactive television 
and radio, videotapes, public broadcasting, and the limited use of 
residential schools. All of thesemodels wouldseem applicable to 
needs faced by U*S. rehabilitation and service trainers when 
students are from remote areas not easily serviced by traditional 
face-to-face training, or when needs of persons with disabilities 
who canno: travel or stay at traditional face-to-face settings need 
to be addressed. 

Dr. Schiro-Geist will develop a report as a summary of her trip 
and will set forth the exact details of the Australian models and 
how they might be appropriately used in the U.S. graduate 
rehabilitation settings. She will also discuss the pros and cons of 
adapting such models, including issues of financing, faculty 
workload, and the social acceptance of nontraditional models. 



❖ Special Education in Rural and Isolated Areas of Northern Thialand 
James andSheryl Tewksbury 



James R. Tewksbury and Sheryl Tewksbury recently returned 
from Chiang Mai, Thailand where they conducted a pilot of the 
Collaborative Liaison Project: Southeast Asia (CLP) from 
December-March 1 993, A demonstration project, the collabora- 
tive planning of a workshop on disability sponsored in part by a 
fellowship from EEEIR, became an integral component of the 
pilot The Faculty of Education at Chiang Mai University under 
the leadership of Dean Prasit Malumpong and Associate Dean 
Annop Pongwat, hosted Mr. Tewksbury *s study visit and are 
serving as a key Southeast Asia affiliate? to the Collaborative 
Liaison Project 

Background 

The ideas for this venture had been developed in 1989/90 when 
die Tewksburys travelled independenUy throughout Thailand 
where they purposefully visited several universities and colleges. 
During tiiese visits, tiiey explained dial because of their profes- 
sional backgrounds of many years of work in higher education 
and their current interest in international work they wer^ very 
interested in learning about the work of their Thai colleagues. 
They communicated a desire to participate in a collaborative 
fashion. Since tlieir travels were not sponsored by any agency or 
institution, they were free to respond to the interest and directives 
of a Thai host After further discussion and exploration of 
possibilities, an invitation was extended from the Faculty of 
Education at Chiang Mai University where they mutually arrived 



at a tide for their position as 'Visiting coUegeaues'' which 
described an understanding that tiieir work would be collegial 
and voluntary. 



The Western expert often neglected to equally 

value the Thai expertise and arrived at 
solutions whic^i were not necessarily culturally 
sensitive or relevant. This type of model has 
typically set up the expectation and dependent 
behaviour associated with the idea that the 
'^needs'' of the developing nation will be 
resolved by the Western expert 



The CMU faculty graciously arranged for site visits, attendance 
at graduate smdentpresentations in rural vUlages, and for informal 
professional discussions. The Tewksburys learned about the 
many action projects taking place in northern Thailand via 
educational outreach programs sponsored by the Faculty of 
Education at Chiang Mai University. For example, they observed 
graduate students using hand made media to educate rural Thai 
villagers about alternatives to sending their young daughters and 
sons to Bangkok and Chiang Mai to work in factories or in 
prostitution. The Tewksburys were impressed with their 
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colleague's dedication to the mission of waking education prac- 
tical and of showing how knowledge could be put into action to 
address current social concerns* 

The Tewksbury s found that their independent informal status as 
visiting colleagues h^ilped them to establish over time a collegia] 
relationship of comfortabDity and trust which encouraged the 
open sharing of ideas, attitudes and feelings. Their colleagues 
explained that for many years. Thai educational institutions have 
worked with Western experts on various "aid" projects and most 
often the expert consultive model has been used. Typically, the 
Western expert personally received a substantial amount of 
funding which was especially dispix^rtionate to the salary of 
iheir Thai counterparts. In addition, the Western expert often 
neglected to equally value the Thai expertise and arrived at 
solutions which were not necessarily culturally sensitive or 
relevant This type of model has typically set up the expectation 
anddq)endentbehaviourassociated with theidea that the "needs'* 
of the developing nation will be resolved by the Western expert.. 

From these discussions, James and Sheryl learned about the 
importance of valuing the perspective of the indigenous experts 
and of working collaboratively. Their inquiries as to what had 
and had not worked well lead to discussions of what type and 
style of cross-national efforts could be beneficial and responsive 
to Thailand and to the United States in the 1990s. 



...by collaboratively sharing infarmation and 
experiences cross-culturally, people can realize 
the potential of finding the most effective and 
beneficial approaches to their own work as well 
as to the work of their colleagues 
throughout the world. 



It was during those months of conversation and work with their 
CMU colleagues that the Tewksburys began to collaboratively 
develop the concept of what would become the Collaborative 
Liaison Project: Southeast Asia^Three key topic areas of focus 
for the project were identified as: disability, women's issues, and 
environment. The project's overall purpose is to foster global 
perspective through cross-cultural communication and partici- 
pation. It supports the idea that by collaboratively sharing in- 
formation and experiences cross-culturally, people can realize 
the potential of finding the most effective and beneficial ap- 
proaches to their own work as well as to the woik of their 
colleagues throughout the world. The project's liaisons reside 
and woik for six months in Southeast Asia and for sue months in 
the United States. As liaisons, they share (broker) ilie work of 
their colleagues andpromotecollaborativecross-cultural projects 
and exchanges* 

The project operates on the premise that we arc Snme. Same. But 
Different and that the full and direct understanding of com- 
monalities, as well as the celebration of differences, promotes a 
positive world view about the human condition and offers the 
opportunity to participate globally in doing one's work. 



Ideas are piloted 

James and Sheryl had the opportunity to put these ideas into 
action by returning to Chiang Mai University in December 1992 
to finalize the project*s formal affiliadon with the Faculty of 
Education. Once again, they met with cdleagues to learn of their 
latest activities and action projects. It was decided to elaborate 
the potential of the CLP through a demonstration project under 
the topk: of disability. The lEEIR study visit fellowship supported 
a series of site visits to various educational and service programs 
for persons with disability. These site visits to residential schools 
and medical facilities were recommended by their Thai col- 
Ici^gues as representative of the^ current service delivery models 
in northern Thailand Furthermore, they arrived at the idea of 
establishing a collaborative planning group for the purpose of 
designing and conducting a one day workshop eiititled DIS- 
ABILITY: A CONVERSATION ABOUT EDUCATION AND 
SERVICES. The focus of the planning was on the model of 
collaboration. Of particular importance was the desire of the 
planning group to bring together diverse voices and perspectives 
related to the topic of disability. The group invited persons with 
disabilities, parents, representatives from the Ministry of Edu- 
cation, local government officials involved with provisions and 
programs for persons with disabiiities,University personnel, pre- 
professionals in human service fields, direct service providers, 
and advocates* There was initial concern about how to establish 
an environment where all voices would be spoken and heard. It 
was suggested that because of cultural tradition as well as 
professional hierarchical structures some participants would not 
speak in fi-ont of their elders or superiors. Throu^ further 
exploration of this concern it was agreed that particular strategies 
could be employed to encourage equal participation and the 
valuing of all perspectives. The title of the workshop with its 
emphasis on a day of conversation is one example. Also, the 
introductory remarks were designed to speak to the valuing of 
grass roots efforts and to the idea of everyone figuratively leaving 
their degrees, tides, and professional ^^hats" outside die work- 
shop doors. The one day workshop was held on March 1 2, 1993 
at the University's Conference Center and was attended by 40 
participants. 

It was reported by many who attended the workshop, that it was 
the first time they had considered hearing and valuing what a 
person with disability or a parent diought about the topic of 
disability. One professor shared, **Even though I had studied 
special education in the U.S* and now teach an introductory 
course, I had never considered die importance of knowing how 
die parent of a disabled person felL*' AnoUier participant com- 
mented, " The experiences and ideas of many participants gave 
me a broader perspective about special education." 

The Tewksburys observed and noted that some participants 
initiated networking by deciding to form a club. For example, 
throughout the day parents expressed a desire to link up wiUi 
other parents and parent organizations. Someoftliedirectservices 
personnel realized diat they "saw" or woiked widi many of die 
same clients/ patients yet had never developed a team meeting 
approach to die delivery of services. They articulated how they 
were now seeing their work as interconnected. The 
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Tewksburys contend thai these examples suggest that both col- 
laboration and the opportunity for equal voice hold great poten- 
tial. 

Thoughts And Impressions 

The Tewksburys arc actively examining the results of the work- 
shop experience and the pilot project A translation of the 
workshop proceedings as well as notes from an interpreter have 
been transcribed and o^er rich material for analysis. 



Slowly and effectively the poor and 
working Thais are increasingly participating in 

matters of social concern and are 
learning how to advocate for their rights. The 
time for innovative models of cross-national 
work has become even more essential to 
Thailand and to the United States. 



As they reflect upon the pilot, it is apparent that the potential for 
success in cross-national efforts depends upon the open, honest 
and equal relationship of all invoived..Though cultural particu- 
larities, customs, histories and established hierarchies exist, it is 

❖ Effective Solutions in Rehabilitation: 

Charlene Butler, Ed.D. 

Societies throughout the world are searching for ways to deal 
with someof the most difficult human challenges— food, housing, 
employment, health, education, transportation, the environment 
and disability. Solutions to these problems have tended to flow 
from developed to developingnations with theunderlyingpremise 
that our knowledge, practices, equipment, and techni(Jal exper- 
tise was superior. But is this true? Have we nothing to learn in 
return? 

In 1991-1992,Butler spent ten months traveling through Greece, 
Turkey, Egypt, Kenya, South Africa, Seychelles, India, Nepal, 
Thailand, Singapore and Indonesia. She was looking for innova- 
tive ideas in the medical, educational and social care of disabled 
children as an lEEIR fellow and r^-^r the auspices of Ashoka. 
Both organizationsare committed to discovering and disseminat- 
ing innovative ideas and in linking creative people together 
throughout the world for mutual solutions to our common prob- 
lems. 

What did she fmd? She found that there is a great resource of 
energetic, dedicated, well-educated, skilled and resourceful pro- 
fessionals concerned about disability in developing countries. 
She learned that ideology and technology cannot flow, unmodified, 
from developed to developing countries, and that outsiders' 
assessments of what needs to be done are often not conect. 
Developing countries are beginning to contribute their own 
culturally apptopriateand practical solutions in designs, materials, 
techniques and programs that arc based on established scientific 
principles and accepted concepts of normalizatbn and integra- 
tion. BuUer saw superior work which she brought home to share 



suggested that truly working together a<? collaborators is a foun- 
dation for future successes of cross-national efforts. 

Future Plans 

Meanwhile, the political and social scene in Thailand continues 
to change as it rapidly modernizes and establishes itself as a 
newly industrialized nation (NIC). The most recent democratic 
movement of May 1992, has led to the election of a civilian 
Prime Minister after many years of military control in the 
government The ensuing months have been filled with examples 
of grass roots activities around such issues as forest encroach- 
ment, dam building, and child prostitution. Slowly and effec- 
tively, the poor and working class Thais are increasingly partici- 
pating in matters of social concern and are learning how to 
advocatefor theh'rights. The time for innovative models of cross- 
national work has become even more essential to Thailand and to 
tiie United States. 

Tbereforc, the Tewksburys are pleased to announce that Uie 
School of Education at California State University, San Bernar- 
dino recentiy accepted an invitation to serve as the projet's key 
affiliate on die U.S. West Coast The Foundation at CSUSB will 
provide services such as conducting funding searches, grant 
proposal writing and administrating grant awards for Uie CLP. 
The Tewksburys will serve as CSUSB and CMU faculty mem- 
bers and as field representatives in Thailand. 

Learning from Each Other 

wiUi her colleagues for use here in the U.S. 
CBR Workers - South Africa 

One of Uie most outstanding examples of innovative work 
anywhere is COMMUNITY-BASED REHABILITATION 
WORKERS. 



...She saw her task to be passing on 
basic rehabilitation skills to empower the 
community to take responsibility for their 
health and decrease their dependency on the 
tOQ'few medical experts..JHealth care profes- 
sionals will find it an excellent model for 
conveying information without 
medical jargon. 



In SouUi Africa, a physical Uierapist named Marian Lovcday 
created a training program to meet tiie overwhehning need for 
healUi care in die area's black townships and squatter camps. The 
only P.T. for 300,000 people, she saw her task to be passing on 
basic rehabilitation skills to empower tiie community to take 
responsibility for tiieir healUi and decrease their dependency on 
the too-few medical experts. Thougjt tiiis was designed to train 
rehabilitation workers wiUi very minimal education in severely 
disadvantaged settings, the content has wide application. Teach- 
ers, paraprofessionals, volunteeis, parents and family members 
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everywhere could benefit from the cogent explanations. 

Health care professionals will Gnd it an excellent model for 
conveying information without medical jargon. The training 
program is an intensive four-week course taught in the language 
of the local area. The only prerequisite is to be able to read and 
write. The attractive manual contains the course content and 
suggestions for teaching, including how to incorporate tradi- 
tional beliefs. Explanationsof diagnoses and treatmentaresimple, 
yet c^ture fundamental concepts that enable understanding of 
complex ideas and lead naturally to '"treatment". Attractive 
drawings help illustrate the concq)ts which are presented in the 
larger context that the rehabilitation task is to facilitate as normal 
development as possible in a loving, caring environment. 

Early Intervention - India 

A superior early childhood intervention program for parental use 
has been developed by an interdisciplinary gmup in India and 
tested in seven centers for children with developmental delays 
(birth to two years of age) under the direction of Dr. Nandini 
Mundkur. This program is relevant and understandable to parents 
because it focuses on self-help tasks sequenced in order of 
appearance in normal development Each task has been analyzed 
for prerequisite skills from the motor, language, cognitive and 
social domains of development. The professional and parent 
identify the appropriate aspect of self-help or perhaps something 
the parent would like the child to be able to do, for example^ feed 
herself with h^ fmgers. The task analysis shows that five skills 
must be present 1) motor skill (i.e., uses pincer grasp to pick up 
object), 2) cognitive skills (i.e., individually takes objects out 
of a container and performs simple gesture on request, e.g, 
clapping hands) and 3) language skills (i.e. , points in response to 
simplequestions and articulates using sounds to indicate prefenred 
objects or needs). Activities and materials to develq> the indi- 
vidual skills are described. UPANAYAN, A Program for the 
Developmental Training of Mentally Retarded Children (0-2 
Years) is available in English in a written manual or as computer 
software (IBM compatible). It is being translated into a number 
of Indian languages. 

Public Service Entreprenuer^s - India 

Butler's task for Ashoka was to identify potf ntial candidates for 
their fellowships which support **public service entrqpreneurs" — 
individuals who are producing tangible goods for the people with 
whom they work directly and are demonstrating models through 
which the problem-solving capability of society, in general, can 
be increased. Among the many competent and dedicated people 



she met, she was privileged to learn about eight who, indeed, 
stood out and were recommended to Ashoka. Dr. Bhaskaranand 
Kumar is one. 

In southern India, Dr. Kumar is grilling with the need for 
technical aids, attempting to solve the problem on two fronts. He 
is concerned with the need for artificial limbs that are well- 
designed for comfort, function and i^pearance, but are also 
durable and affordable. The Jaipur foot, developed by one of Dr. 
Kumar's countrymen, has become the state-of-the-art standard 
aitificial foot used in countries where most people goteaefoot or 
wear sandals. Itsdesign allowsmovement that is more functional 
than a prosthesis designed for a shoe and allows cheap and easy 
production using readily available materials in developing coun- 
tries. Dr. Kumar is filled with ideas and projects, but developing 
an above-the-knee artificial leg with the same attributes as the 
Jaipur foot is his overriding focus of endeavor because the need 
is so great About l,OOOpeopleper year need artificial limbs in 
his own state. With his colleagues in a Prosthedcs Lab at 
Kastuiba Medical Hospital, he has developed such a leg (incor- 
porating the Jaipur foot) and is ready to test its durability. 



There is no lack of good ideas and creative 
people to solve the problems humanity faces. 
What is needed is identification of such people, 
' encouragement and facilitation of their 
work, linkage and dissemination of ideas. 



Though the cost is projected to be only about USS30, this is a 
princely sum for most people . Government funds which provided 
artificial limbs hefott 1987 are no longer available. Without 
insurance or government aid, few have the income to buy the 
aitificial limbs they need. Hence, Dr. Kumar has also devised a 
creative funding plan. He has set up a fund to which people make 
donations, ilie unusual aspect of it is that donors will be allowed 
to withdraw their money if th^ should ever wish to do so. In the 
meantime, the interest that accrues will be used to subsidize the 
cost of the artificial limbs for those who need help. 

There is no lack of good ideas and creative people to solve the 
problems humanity faces. What is needed is identification of 
such people,encouragcmentandfaciliiationof their woric, linkage 
and dissemination of ideas. Moreover, Butler discovered that she 
began to look at her own work here with a fresh perspective and 
question much of what she simply accepted before. 
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Cultural Perspectives in Development of Rehabilitation-Related Education: The 
L/«5« and Malaysia Jocelyn Armstrong, Ph.D., Associate Professor, Division of Rehabilitation Services 
University of Illinois at Urbana-Champaign 



A study-visil conducted during June and July, 1992, was de- 
signed to enhance the knowledge base in rehabilitation education 
through infonnation on the social and cultural aspects of disabil- 
ity and rehabilitation from theSoutheast Asian country of Malay- 
sia. Interviews, observations and literature searches were com- 
pleted to collect baseline Imowledge on a set of six interrelated 
tqpics: definitions and explanations of disability; attitudes and 
behaviors concerning rehabilitation; social supports for living 
with a disability; social integration of persons with disabilities; 
social policy for fomud rehabilitation programs; and the nature 
and scope of existing programs. Armstrong's report presents a 
summary of the knowledge gained and suggests ways in which it 
can be used to both advance the incorporation of cultural perspec- 
tives and conteiu into the curricula of rehabilitation education 
programs in U.S . and support the development of rehabilitation- 
related education and training in Malaysia 

The project sought baseline social and cultural knowledge of 
disability and rehabilitation in Malaysia with a focus on concepts 
of disability, their social consequences, and the lamifications for 
habilitation and rehabilitation. The purpose of the project was to 
enhance the knowledge base for rehabilitation-related education 
in the U.S. especially with respecttoculturalperspectives.andto 
advance the resources for rehabilitation-related education and 
training in Malaysia. Data collection was by means of interview- 
ing, observation and literature searches. This summary report 
covers work completed during the period from arrival in Malay- 
sia on 28 May through 30 June 1992. 



The project's main meUiod of data collection was interviewing. 
Semi-strucQired or informal interviews have Uius far been com- 
pleted wiUi persons wiUi a diversity of physical and sen5ory 
disabilities, re^iabilitation-related professionals, practitioners, 
persons involved in disability related training programs, volun- 
tary organization personnel, and volunteers in disabilityAeha- 
bilitation settings. Additional interviews were conducted wiUi 
representatives of Uie community at large who are nondisabled. 

Observation was used to gaUier information on the environmen- 
tal settings of disability and rehabilitation and to provide context 
for tiie interview material. Most interview sessions were in 
settings which provided useful observation opportunities. Addi- 
tional opportunities or planned observation have included 
workplaces, sporting events, voluntary orgatuzation activities 
(including die biennial meeting of a naticmal disability self-help 
organization) and several service delivery sites and other op* 
portunities are plarmed. 

Literature searches in support of tiiis project were begun during 
visits to Malaysia in 1990 and 1991 and they are continuing at 
research and university libraries and through invitation to con- 
sulting agency andorganization resources. Theplanncd sampling 
of local mass media presentations of disability issues proceeds 
will be by way of regular review of English-languagenewspapers 
and magazines. 



❖ Technology and the Implications for Inclusion of Special Education Students: 
Perspectives From Japan Betty Ranldn and Ann Haring, Public School Teachers, 
Loudoun County, Virginia 



Recent press comparisons between education in Japan and that 
in Uie United States have called die attention of educators to die 
cultural differences and similarities of die two societies. Often 
such reports minimize die differences between die two educa- 
tional systems. The understanding of any system is dq)endent on 
the cultural interpretations and perspectives of die observers. 

The cultural difference between the United States and Japan are 
considerable and a common educational terminology is lacking. 
Aldiough the same words may be used by each, the cultural 
differences do not allow for die same meaning. Diversity in die 
classroom is a good example. To educators in die US diversity 
means students widi various racial, ethnic, family backgrounds 
and different learning styles and abilities.To Japanese educators, 
it means regional, social or occiq)ational differences widiin 
families. Smdents widi disabilities are a separate category widi 
which die majority of educators in Japan have no contact. 



The 1992 lEEIR Fellowship provided die means for a birds-eye 
view of Japanese education and allowed for some insight and 
exchange of information with a select group of educators. Lack 
of time and common terminology hindered gaining a more in- 
depdi understanding about attitudes towards people widi dis- 
abilities. However, die first hand exchange widi Japanese educa- 
tors and a homestay experience provided immeasurable knowl- 
edge. Both U.S. and Japanese ^ucators expressed a desire to 
look beyond dieir respective countries to a global community 
which encourages a full range of human interactions among all 
students and adults. Many Japanese educators expressed con- 
cerns similar to diose of some U.S. educators regarding students 
widi disabilities. Until all educators embrace die concept diat 
equal access to educational opportunities is a student's right, 
regardless of ability, inclusion will continue to be illusive. 
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Community-based Rehabilitation Programs and Concepts 



❖ Improving the Effectiveness of Consumer Participation: Community Based 
Reliabilitation Scliemes as a Model for Consumer Responsive Disability Support 
Systems Alexandra Enders, Associate Director Rural Institute on Disabilities^ University of Montana 



AlexandmEnders' lEEIRfeUowsMpstudyinSouth India (March- 
April 1993) wasplanned to evaluate assumptions ofUS reSiabili- 
lation and independent living (IL) approaches within the context 
of community based rehabilitation (CBR) scheme(s); to identify 
aspects of grassroots CBR strategies that can be integrated 
effectively into a consumer-driven, community -based model fot 
rehabilitation and disability support services in the U.S.; to 
identify analogiesuseftil for inclusion in U.S . health and disability 
policy decision-making. 

Enders gained a new appreciation for the US. 
Vocational Rehabilitation (VR) system^ and 
realized that if it didn ^t exist we would have to 
invent one. Recognition and active 
incorporation of economic development/ 
community development strategies into the 
State-Federal VR partnership might allow 
grassroots VR counselors to better facilitate 
and implement the intent of ADA 
in their communities. 



Enders' purpose was to challenge the assumptions of her beliefs 
by looking at disability through a different baseline set of 
practices. She did not intend to export information from any 
particular program at model, but expected to gain new insight 
into how CBR and related natural support systems might con- 
ceptually and programmaticaliy be incorporated systematically 
into Independent Living Centers in the U.S. In fact she discov- 
ered much more. The trip was full of "aha" insights, some 
fundamental, many quite surprising. A few of these include: 

Integration of VR and Economic Development 

Interest in economic development models led Enders* to Indian 
hos's who had actively incorporated traditional development 
>» jrk with rehabilitation efforts. The orientation in development 
v^ork on changing the environment, in particular the economic 
environment, in order to provide access to increased local options, 
seems exactly in step with the Americans with Disabilities Act 
(ADA). She gained a new appreciation for the U.S. Vocational 
Rehabilitation (VR) system, and realized that if it didn't exist it 
would have to be invented. Recognition and active incorporation 
of economic development/community development strategies 
into the S tate-Federal VR partnership might allow grassroots VR 
counselors to better facilitate and implement the intent of ADA 
in their communities. An ecological approach could be fostered 
that moves beyond sole focus on the individuars adjustment to 
disability; and incorporates targeted efforts at developing the 



community*s ability to include all its members. International 
development woii: clearly shows that access is not just physical, 
butis rooted in the community *secononiic viability. Disability as 
apoverty issue ismoteeasily recognized in a developing country, 
but is equally true in the U.S. However, as Dr. Maya Thomas, the 
ActionAid'India host stressed, rehabilitation efforts cannot be 
just incorporated into development work; they must go hand in 
hand. If the individual's body needs Tixing" (e.g., surgery), or 
function needs *^fixing" (e.g., therapy and/or training), you cannot 
just "fix" the community and expect people with disabilities to 
automatically achieve equity with their neighbors. 

In rural America, VR counsellors in order to be effective in 
placing individual clients, often need to do community devel- 
opment work. They just don't tell anyone, and even feel they 
might be penalized if the "system" knew. Rural areas in the U.S . 
co'ild provide a good venue to test models for integrating VR and 
economic develq)ment strategies, perhaps through the choice 
demonstrations included in Title Vm of the 1992 Rehab Act 
Amendments. As part of any model **waiver'* program it would 
be necessary to develop indicators (and status codes) which 
accurately reflect community as well as individual impact. We 
could learn by collaborating with international colleagues, since 
traditional development indicators do not work well as disability 
related indicators. An additional benefit to consistent integration 
of vocational rehabilitation and economic development is the 
transfer of rehab su^tegies into regular development efforts. ^ 
Building inclusive community support systems may sometimes 
get its foundatfon in disability services. For example, in the U.S 
adisability orientedcmploymentpiogram (Pathfinders) inlndiana, 
developed a job bank for its clients. The community also needed 
a job bank. Instead of developing a separate one, the Pathfinders 
job bank has been developed into the coTnmunity job btjnlc for 
everyone in a multi-county area. 



Other fellows' CBR summaries appear else- 
where in this publication, e.g. Pauline GinS' 
berg, James and Cheryl Tewsksbury, Barbara 
Sher and Charlene Butler 



Recognizing Elephants 

The working title for Enders* fellowship rcponis Recognizing 
Elephants, referring to the fable of the three blind men and how 
they describe the elephant in their midst. It became clear to 
Enders visiting village programs, and rereading CBR literature, 
lliat the field (locally and internationally) shares liule consensus 
on what CBR is, or even what rehabilitation, village, rural, or 
community mean! Yet we talk as if we indeed have commonly 
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agreed upon definitions, assumptions, and framewoii^s. Indica- 
tor, evaluation strategies, replication predictors, training meth> 
odology and content need to be built from consensus understand- 
ing, and need to be framed lo clearly identify the perspective, 
assumptions, and bias of the developer(s). 

There may be as many definitions of CBR as there are people 
practicing it! We need to woric together to develop a clear way of 
talking about our differences; which may not be popular, but 
would clear up a lot of confusion and professional bickering. 
CBR has become trendy, and is too late to tell others to stop using 
the jargon just because you may not think what they are doing is 
real CBR. We must be able to accurately describe which part of 
the universe of CBR is being addressed if we are to develop 
appropriate evaluation tools, indicators of success, training ma- 
terials, etc., which have any chance of being transferrable. CBR 
is an elephant, and although there may be subtle differences 
between Indian elephants and African elephants, neither can be 
understood by describing the feel of a trux^, a tusk or a tail. 



Rural areas in the US. could provide a good 
venue to test models for integrating VR and 
economic development strategies, perhaps 
through the choice demonstrations included in 
Title VIII of the 1992 Rehab Act Amendments. 

The missing 8% 

Another lesson was drawn from a combination of concepts from 
development and prevention, ambiguity about definitions and 
the number of people with disabilities. In disability statistics, 
there is frequent discussion about the discrepancy between the 
10%ofthe population W.H.O. claims to have disabilitles,and the 
one to two percent found in most surveys in developing coun cries. 
Since there are numbers as high as 23% in the U.S., one to two 
percent seems low; especially when itisesiimated that75% of the 
people with disabilities in the world live in developing countries. 



The professional debate seems rather academic. The 
relevant issue seems to be what is going on in the 
missing 8*9%. Hie issues are imbedded in communis 
perception, as Mike Miles, Dr. Prabhu, and others have 
noted. If your conimunity and your family doesn't see 
you as disabled, arc you? Dr. Pmthvish, program 
advisor to ActionAid-India, Disability Division, be- 
lieves that we need a concept like wellness in the dis- 
ability field. In die health promotion field, we are 
learning to ask not only *Vhat makes some people 
sick?" but also **why are people healthy?" In the 
disabili^ field, we should also be asking ''why are 
some people with disabilities not (seen as) disabled?" 
and **what kind of communities/support servfces can 
facilitate reducing the 1-2% toO%?" ^ote, tiie disabil- 
ity isn* t gone, just the segregating label.) 

We should also be asking ^^why are some 
people with disabilities not (seen as) dis- 
abled?" ... Development often focuses on the 
empowerment of marginalized people. People 
with disabilities frequentty fit that category. 



Development often focuses on the empowerment of mai^ginal- 
ized people. People with disabilities frequently fit that category. 
But they may need a combination of regular development/ 
communis organizing skUls in combination with di^bility 
specific interventions. By focusing primarily on thephy sical and 
functional rehabilitation aspects, the importance of empower- 
ment and communis integration can get lost As people are 
identified (labeled) as being disabled and needing special reha- 
bilitadon services, including CBR type interventions, they may 
also be set apart from their communities, become more isolated, 
and hence less empowered. There are serious questions to be 
addressed m doing survey work to identify (M)d) people as 
disabled, especially when no interventions are available. The 
principle of "Do no harm" should apply. How necessary is the 
survey data for planning? At what point do the risks of labeling 
become less than the intervention introduced? Learning more 
about what is, working with the missing 8% could provide 
answers. These suidies may only be possible in developing 
countries, because of the widespread labeling in more developed 
countries. Even in Sweden, you need a diagnostic label to get 
disability-related benefits. It would be of enormous benefit 
internationally to develop models where people could get the 
support services they need, without having to own a stigmatizing 
label. Looking to development effoits may provide clues; learn- 
ing more about the 8% may provide direction at home and 
abroad 
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❖ Providing Occupational Tlierapy to Low Income Populations in Rural 
and Urban Settings Barbara Sher MA, OTRr WhiteUiorn, CA 



During the months of January through Nfarch, 1993, Barbara 
Sher had the opportunity to travel to Hong Kong and New 
Zealand to see how occupational therapists serviced the low 
income population in an urban (H.K.) and rural (N^ setting. 

As part of her research for the World Rehabilitation hund on what 
isgoing on foroccupational therapists inNew Zealand, she found 
that in the North Island there is a fairly standard set of programs 
that serve the pediatric population. Rita Mendes. OT from 
Wellington described the following programs: 

1 ) Early Intervention Centers (EJ. Centers) are funded by 
Crippled Childrens Society (CCS) which is a private charity. E. 
I. Centers provide diiect therapy in groups and one to one, parent 
support groups, preschool groups, toy lending library, parent 
relief program, training programs for teacher aids and volunteers 
and provide lobbyists to support public access. Children are 
refeired to this program through pediatricians, Plunket Nurses 
(Public Health Nurses who run well baby clinics) and parents. 
CCS gets its funding through annual fund-raisers mailings, 
events such as Fun Runs which includes disabled and wheelchair 
participants. They are also supported by the Australian and New 
Zealand Bank (ANZ) which encourages people who give more 
than $ 1 0 to CCS by entering their name in a drawing. Parents also 
pay a token amount for services. 

2) Visiting neurodevelopmental therapists are government 
funded. These visiting therapists can be either PT or OT. Their 
role is to assess and treat developmental problems in young 
children in the areas of physical function, learning language and 
self*help skills. They provide a detailed assessment and update a 
home management program, advise on any necessary housing 
alterations, loan ther^y equipment and liaison with other ser- 
vices. Their main function, as they see it, is to give primary 
caregivers support and education. They see children once a week, 
once a fortnight or once a month. Children are also eligible to 
receive toys and t^s through the National Correspondence 
School for Special Needs Children in which they can have toys 
and tapes mailed to them and then return them without any 
postage charge. The school is based in Wellington which is in 
about the center of the country. 

3) Parent Action for Conductive Education (PACE) is a group of 
parents who pay for Conductors to come here from Budapest 
where Conductive Education got its start They are presently 
employed in four schools in Wellington and children with dis- 
abilities go to these schools from 10 am to 2 pm and their parents 
go along so they can learn the techniques and apply them in the 
home situation since conductive education is a 24-hour-a-day 
program. 

4) Early Intervention Trust (EIT) is an organization that is similar 
to Early Intervention Centers but was started originally by 
parents of children with Down Syndrome and now includes 
parents of children with other disabilities. The direct therapy is 
mainly one to one intervention and the parents pay for services. 



This organiaation isbetter known for being the first one to contact 
parents in the hospital right after the birth to give emotional 
support. 

Other Programs 

Another interesting program in the North Island is directed by 
Janice Conroy and is called Whakaawhi which is the Maori worid 
for "safe options.** It is a program designed to assist young 
mothers and mothers-to-be from the ages of 13-20 who need 
support Their aim is to give people knowledge and skills to 
enable them to live in the community as a viable, healthy and 
independent family unit 



There may be as many definitions ofCBR as 
there are people practicing it! We need to work 
together to develop a clear way of talking about 
our aifferences; which may not be popular, but 
would clear up a lot of confusion and profes' 
sional bickering.... We must be able to accu- 
raiely describe which part of the universe of 
CBR is being addressed if we are to develop 
appropriate evaluation tools, indicators of 
success, training materials, etc*, which have 
any chance of being tran^errable. 
...A. Enders 



Their service includes choice of either live-in residential care or 
day care support. The residential care is a home with 9 beds in 
which a woman can stay up to 9 months, and an education and 
counseling program. 

The education program emphasis is on self-esteem, development 
and self-management subjects such as diet and nutrition. Other 
topics are preparation for parenthood, baby care, budgeting skills 
and planning their own further education. Counseling is for 
families and for physical, sexual, mental and emotional stress and 
to discuss the options of adoption or foster care. Their prenatal 
care is provided by General Practitioners or Domiciliary Mid- 
wives. Often, long term relationships are formed between the 
women and their midwives. Funding ftom a private source has 
recently been approved to start a Mobile Service to serve indig- 
enous people in rural areas. An occupational therapist is on the 
advisory committee. 

Another unrelated but interesting fact about life for children with 
learning disabilities in New Zealand is a group called SPELD, 
Special Educaticm for the Learning Disabled and is composed of 
mainly retired teachers who do one to one tutoring of children in 
their homes. There are assessments made of the children and a 
program written by educational psychologists or other trained 
individuals and then these programs are carried out individually. 
Children who need specialized motoric programs are referred by 
the SPELD teachers to OTs or PTs. 



❖ Advocacy 



❖ Parent Advocacy and Family-Centered c tre for Children iv/ffi Disabilities and 
Their Families — Linking North American Experiences with Eastern European 
Initiatives Polly Arango, Atgodones Associates, Inc., Algodones, NM; William Carl Cooley, MD, 
Associate Director for Clinical Services, Dartmouth Center for Genetics and Child Development 



As the largest city in Slovakia (pop* about 500»000) Bratislava is 
the cultural and scientific center of the i^ountry. The site visit in 
Bratislava was highlighted by a meeting attended by thirty 
parents of children with disabilities who have been served by a 
conimunity-based outreach center for infants and toddlers sup- 
ported by a local tertiary care medical center. Oth^ visits were 
made to a model inclusive preschool program^ two multi-disci- 
plinary evaluation centers with intervention and education pro- 
grams, and a four-year high school level vocational training 
program for careers in preschool education and early child care. 

One afternoon included a four-hour conference during which the 
visitor from the United States joined an agenda of presenters from 
the Bratislava area on New Systems of Service and Care for 
Children with Disabilities and their Families. 

Prague is the capital of the Czech Republic and remains a city of 
great natural and architectural beauty. The city is divided into a 
number of municipalities, each with its own political structure for 
education and other public concerns. The Prague site visit was 
focused on activity in a section known as Prague 2 from which the 
community leaders had atlende'* the June 1993 conference in 
Washington. Dr, Cooley and Ms. Arango were featured presenters 
at the monthly meeting of ACCORD which is a parent support 
organization involving families of children with disabilities who 
live in Prague 2. The group has rccentiy received a grant from the 
Ministry of Health that will provide funding for office space and 
a part - time coordinator/director. A second grant to develop two 
model sites for inclusive education — one in a preschool and the 
other in a primary (elementary) school — has sdso been awarded 
to ACCORD. Community visits during the stay included the sites 



for the inclusive education project and a one-year-old group 
home in suburban Prague which is locally regarded as a state of 
the ait facility for persons with disabilities of all ages. Early plans 
weie discussed with the head of the child neurology clinic at tiie 
main tertiary care medical center in Prague for the development 
of multidisciplinary teams to serve and support famili:;s with 
children experiencing complex disabilities requiring multiple 
healtii-related services. Families in Prague and Bratislava were 
found to share the same kind of concerns as families in the United 
States. They regard themselves as the best advocates for their 
children and value supportive relationships in which they are 
respectedand heard. Their countries are generally more supportive 
of families with children than is the United States (both Slovakia 
and the Czech Republic provide three years of paid child care 
leave for mothers of young children). However, parents regard 
their societies as less tolerant of people with differences and less 
ready for full community inclusion. This perspective creates a 
ten:^ion between what parents wish for their children and what 
they feel is currenUy possible. Many parents seem ready to 
devote energy to systems change in their communities, but often 
need training and support in their new roles as community 
activists. Parents were very enthusiastic about a system of direct 
parent-to-parent connections arranged during Uiis visit with 
parents in the United States. A system for translation of letters to 
and from English was developed in both Prague and Bratislava. 

This study provided an opportunity for Dr. Cooley and Ms. 
Arango to relate all of the stages of their professional and 
parental experience to another country *s values, needs and goals. 
Family-centered care is a universally a^)pHcable "best practice.'* 
This project tested that hypothesis. 



❖ Development and Disability: Voices from the Periphery - Zimbabwe 
James /. Charlton, Executive Vice President, Access Living, Chicago, Illinois 



For the last eleven years Charlton has bee n deeply involved in the 
disability rights movement botii locally and nationally. He has 
been most int^sted in issues as they relate to the continued 
segregation of the disabled community and how and why disability 
related org?uiizations have emerged to confront discrimination. 

Having travelled throughout Central and South America and, 
through an lEEIR fellowship, to Zimbabwe. Charlton has been 
able to have discuss ions with many disabled activists on how tiiey 
perceive barriers. 

Charlton's fellowship report has been included in lEEIR mono- 
graph #53 Traditional and Changing Views of Disability in 



Developing Societies: Causes, Consequences, Cautions. Char- 
lton briefly describes and analyzes the major contradictions the 
disability rights movement in Zimbabwe confront within the 
context of underdevelopment and dependency. That is, how the 
ironies and complexities of the economic, cultural and political 
milieu of Zimbabwe today influence the lives of people with 
disabilities and their movement for equality and rights. 

The approach is to useedited interviews of foiu* leading disability 
rights activists in Zimbabwe to lielp describe Uirough narratives 
their experiences and analysis . These interviews were conducted 
Uirough an CEEIR fellowship in March of 1992. 



22 



^3 



Continued on page 52 



❖ 



Sensory Disabilities 



West Eyes East as Diabetes Spins a Web Margaret E Cleary, Carroll center for the Blind 



The significantly increased incidence of diabetes mellitus (DM) 
and visual irnpainnent in Japan stimulates improved sharing of 
concepts and techniques among rehabilitation personnel. Inde- 
pendence and self-esteem improve as facts are shared by people 
in both Japan and the United States. The peicdved contribution 
of this study is recognition of factors which influence people of 
recent Japanese ancestry when encouraged to adopt DM self- 
management skills in the United States. 

The evidence is clear that the incidence 
of DM increases in an people as affluence 
develops: less exercise, diet rich in meat and 
fatty foods, luxurious living, and stress. Ameri^ 
cans can learn prevention techniques as they 
look at the positive aspects of such phenom" 
enon as the basic Japanese diet, hygiene 
practices, interdependence among family 
members, and strengths 
of group consciousness. 



There are frequently reported and confirmed factors which 
influence DM self-management for peq)le who are visually 
impaired in Japan: ^ Theincidenceof DMincreasesasafifluence 
develops- less exercise, diet rich in meat and fats, luxurious 
living, and stress. ^ The development of DM self-management 
skills has be^ given minimal attention due to the low incidence 
of the disease, absence of research data, and hist<»ical isolation. 
♦ DM medical care and education jrograms are provided pre- 
dominantly by the physicians. ❖ The strong social security sys- 
tem makes basic mettical and rehabilitation insurance available 
to most people. ^ Most ad^tive aids, technical devices and 
instructional materials are available only through Western 
manufacturers. <^ The Japanese homogenous national culture 
emphasizes rigid conformity, valuing group participation as well 
as minimizing individual differences and needs. ❖ Strict po- 
liteness rules affect the client/therapist relationship. <r Interde- 
pendenceamongfiamily members flourishes. <^Prideindietwhich 
evolves around rice, fish, soybean products, vegetables, natural 
mineral supplements, and fruits, disguises the impact of exces- 
sivesodiumandotherharmfuldietarypractices. ^ Alcoholabuse 
has been identifiedasa leading problem. <t Exercise is desirable, 
but the strict work ethic allows little time for iL Meditation is 



usually incorporated into routine lif e-style. ^ Medicines such as 
insulin and oral agents are used suspiciously ^Self-monitoring 
of blood pressure or blood glucose occurs seldom, if at all. Fear 
of further complications is minimised by the statistical lower 
incidence of problems. ♦ Scrupulo is hygiene practices exist 

In assessing the status, of rehabilitation in regard to Diabetes 
Mellitus and Visual Impairment in Ja^, it appears that Japanese 
treatment modalities, equipment, research, and practice are be- 
ginning to emerge. West learns much when eying East as DM 
proliferates like an ambitious spider. RehabilitatiOR workers 
benefit when considering the impact of basic J2^)anesccuiaDe on 
DM as well as a person's response to the disease. The evidence 
is clear tiiat the incidence of DM increases in all people as 
affluence develops: less exercise, diet rich in meat and fatty 
foods, luxurious l]ving,andstress. Americans canleamprevention 
techniques as they look at the positive aspects of such phenom- 
enonas the basicJ24>anesediet,hygienepractices, interdependence 
among family members, and strengths of group consciousness. 

Practitioners achieve greater success when learning as much as 
possiUe about their clients who have migrated. Preparaticxi 
suggestions to enhance instruction of self-maxiagement skills to 
people of recent Japanese ancestry include: utilizing the input of 
family members; reviewing available manufacturers' instructicMi 
in Js^anese; procuring translators; learning common phrases in 
Japanese; contacting members of the local Japanese community 
for assistance; beingacdve in international groiq>sinprofessional 
organizations; attending appropriate conference sessions; and 
contactijig medical research centers to consult with visiting 
fellows or resident physicians. 

Many opportunities to share this information have evolved since 
the visit, including speaking sessions at several regional and 
national conferences, as well as a publication in the Journal of 
Visual Impairment and Blindness selected for print October 
1993. Many Japanese visitors have been guests at the Carroll 
Center for the Blind this past year. Cleaiy is currently arranging 
for a young diabetes educator to spend a month in the United 
States studying and preparing for the United States Diabetes 
Educator's Certification Examination. 

Exciting prospects have evolved from this brief study visit. 
Japanese people are eager to learn, to boirow, to copy, aitd to 
benefit from available expertise. Americans have opportunities 
to educate, to share, to learn, and to grow. 
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Sensory Change and Aging: The Australian Response to Age-Related Hearing and 
Vision Losses Martha Bagley, M.S., Specialist to Older Adults, Helen Keller National Center for Youths 
and Adults Who are Deaf-Blind 



Ms. Bagley*s fellowship was carried out during September and 
October 1991. Her host was the Association for tlvj Blind, 
National Centre for Aging and Sensory Loss in Melbourne, 
Victoria, 

The purpose of this study-visit was to identify programs, strai- 
egies and techniques that could be used to strengthen service 
programs for older Americans with hearing and vision losses. 
The most valuable product of the study-visit was the fresh 
perspecuve gained on how to best meet the needs of older adults 
with dual sensory losses. It is often necessary to leave the icxtsl 
in order to more clearly "see** the trees. 

In America, as in Australia, there are service agencies and self- 
help orconsumer organizations for people with blindness, people 
who are old, and still others for people who are bearing impaired 
Sometimes these organizations work together, but often they do 
not Despite cooperative agreements or joint projects they tend 
to focus on their special **problem." 

What rehabilitation service providers must do, regardless of the 
focus of their programs, is provide sendees that address the 
individual's unique need, based upon their dual sensory loss and 
age. Too often vision and heanng sendees are stuck together like 
two blocks of wood. The individual gains little benefit from these 
services because they do not consider the interrelated nature of 
sight and hearing or the chronological/developmental needs. 

Vtc^lt who are sighted/hearing understand what goes on around 
them by both seeing and hearing it. We know that it is raining 
rather than sleeting, hailing, or snowing, not by just hearing it on 
the roof, but by also seeing iu When there is an impairment of one 



sense, hearing or vision, a part of the individual's understanding 
of the world is lost Impairment of two senses creates an even 
greater barrier between the individual and the world. 

Service delivery agencies and consumer organizations must 
realize that their clients and members who are blind, hearing 
impaired, or old are likely to be experieiK:ing multiple problems 
that will affect the adaptive strategies and coping techniques that 
they are teaching. They must take the lead in recognizing dual 
sensory losses and in adapting their s^proaches. 

Specifically, rehabilitation and aging agencies and organizations 
must: learn to recognize dual sensory losses and their elEfects on 
the individual; understand how hearing and sight are interrelated 
and the effects of impairment yi one area on the ability to cope 
with impairment in another and promote that understanding 
among professionals and coimuiW^rs: be able to adjust coping 
strategies that are heavUy dependent upon one sense (hearing or 
vision); assist the individual in maximizing remaining vision and 
hearing, as well as developing alternate techniques, such as 
tactile communication, by providing complete infor^Tiation, and 
opportunities to experiment with and learn to use devices and 
adaptivetechniques;andbuildlxidges to other programs through 
cooperative agreements and working relationships that will al- 
low the pooling of expertise, as well as cross lefenai. 

A direct outgrowth of the lEEIR Fellowship study-visit has been 
the development of a model Confident Living Prograat, funded 
by the U.S. Administration on Aging. This program is designed 
to provide a structured learning experience, peer supp(Ht and 
connection to community service providers to older adults who 
have hearing and/or vision losses. 



<^ Aural Rehabilitation: Materials^ Procedures^ and Implications: Learning from 
Australia Mark Ross^ Ph.D. Professor Emeritus^ University of Connecticut 



In the U.S. alone, there are ^proximately 20 million adiilts with 
a hearing loss of sufficient degree to interfere or disrupt the 
communicative process. The major therapy offered to such 
individuals is a hearing aid. Clinical audiologists know that in 
many, perhaps most, cases while a hearing aid is a necessary 
precondition of aural rehabilitation (A/R) ther^y , it is, in itself, 
insufficient 

It is only in recent years that the profession of Audiology has 
emphasized more and more the necessity of an organized thera- 
peutic program that focuses on communication processes and 
communication coping strategies. In Australia, on theotherhand, 
where Ross* study was conducted, such therapy has long been 
seen as a routine necessity for persons with hearing loss. In part, 
this is no doubt due to accountability considerations (many 
segments of the Australian population receive hearing aids free 
of charge). In response, the professional community in Australia 



has developed a number of A/R procedures, some variations of 
recognized A/R themes. 

In the Ross* lEEIR study visit, the A/R procedures utilized in 
centers in Melbourne and Sydney were observed and discussed 
with tiie professionals who developed or refined them. The 
written report of the visit describes the different procedures and 
programs in detail. In one such program, for example, the 
exercises range from those relating to traditional visual and 
auditory cues to environmental tactics, anticipatory, conversa- 
tional» adaptive and maladaptive strategies and one-on-one con- 
versational therapy procedures. All procedures in volvea number 
of examples, lessons, and '"homework** assignments. Another 
program requires the client to ask the professional a graded list of 
questions on selected topics: the answers by the professional are 
designed to teach such skills as communication, repair strategies, 

Continued on next page 
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and audio-visual reception, etc. A number of other procedures/ 
programs are described in the Ross' report, ranging from in- 
service training programs for the health care professional, a 
home-based audio cassette auditory training program, to a modi- 
fied ^'tiacldng*' procedure (where the client repeats the verbal 
stimuli and the errors are used for instructional purposes. 

Since returning from Australia, the rsport has been disseminated 
to a large number of key Audiological professionals in the US. 



Versions of the r^rt have been distributed in several national 
forums, and scheduled to be published in the Jounud of the In- 
ternational Federation of the Hard of Hearing and the Hearing 
Rehabilitation Quarterly, Perhaps, however, the major futuie 
impactof the study-visitis the impetus it has provided to redefine 
AfR in this country: A/R must be seen in the same relationship to 
a hearing handicap as physical therapy or speech-language 
ther^y is to physical or linguistic handicaps . 



❖ The Impact of Cultural Identification on Rehabilitation Services Among 
Aboriginal People in Australia Who Are Deaf^ An Interim Report 
Nancy Eldredge, Ph.D., Assistant Professor and Director Rehabilitation Counseling^ Deafness Program, 
University of Arizona 



lam writing this report from Doomadgee, Queensland, Australia. 
It is a remote community of Aboriginal people, and one of the 
reserves where Aboriginal people were put after colonization. 
The missionaries took three different tribes who were not natural 
allies and put them together in one mission (now a reserve), 
which was the start of considerable tension which continues 
today. 

Here in Doomadgee, there is a school which on a good day has 
250 students registered, though not all of them attend, and only 
a handful of whom are Anglo. All of the teachet^ are Anglo, 
although some of the parents from the^'village" come in to work 
as classroom aides. The village is actually the row of government 
builthouses on onesideof Doomadgeeproper, mostof the Anglo 
residents live on the other side of town that seems to be separated 
by the hospital. I have been told that the separation of Aboriginal 
and Anglo people is the result of adecision made by the Council, 
asopposed to a policy initiatedby the Anglo residents. The Anglo 
individuals are mostly hospital staff who are nurses and one 
doctor, the store manager and employees, the police, and "town" 
workers employed by the council. lam here working through and 
with the Aboriginal health team, Ann O'Keefe and Valerie 
Douglas, who havecompleted training in primary and preventa- 
tive health care. These women have taken me through the village 
and introduced me topeople, often their kin, and helped guide and 
lead the talks we have had ranging over topics such as ''the old 
days" in Old Doomadgee MissicKt; ear problems; health con- 
cms; traditional healing methods and bush medicine; causes of 
deafness; ideas about disability; hearing aids; race reladons; 
American Indian culture; my family; skin color, the Sonora 
Desert; best recipes and methods for cooking goanna, kangaroo, 
wallaby, wild pig, and porcupine; the danger and variety of 
snakes; the problems of alcohol and the threat to the culture and 
morals it causes; and other topics too mmierous to describe. 

Political and Social Influences 

Coming to Australia and doing a research project involving 
Aboriginal people is particularly affected by the larger political 
climate in the country. Recently a landmark decision was handed 
down in the courts that is known as the "Mabo Decision** which 
basically grants land rights to Aboriginal people who had tradi- 
tionally been living on the land in olden times before colonization 



and die forced movement to reserves and/or stations. As a result 
of this highly controversial and debated land rights case. Aborigi- 
nal pe<^leare now filing landclaimsallover Australia, which has 
the n(»- Aboriginal population frightened tiiat tiieir land will be 
taken away and given to the Aborigines. From die Aboriginal 
perspective, die land that they want is Crown land or land that is 
leased land, not die land that currenUy has an owner sitting on it. 
But many Anglo Australians seem concerned diat Aeir back- 
yards are in danger and that Aboriginal people will be filing 
claims for all of Australia. This controversy has sparked a 
resurgence of anti-Aboriginal feeling, and there are numerous 
cases of Aboriginal people who have been assaulted, and killed, 
by irate mobs of men. 

A taxi driver in Perth on the way in from die airport told me that 
Aboriginals [sic] j ust want to take their dole [welfare] checks and 
turn it into drink; ''th^ d(m*t want to do anydiing but take dieir 
checks from die government They pour dollars and dollars into 
them and it doesn't do any good. They d(xi*tpay any income tax. 
They don 't want to work. It wouldn * t be so bad if they *d do a bit 
of woric, even pushing a shovel, but they just want to live on dieir 
weekly check. It all goes to alcohol. Ah, die full-bloods are ok; 
they stay widi dieir own pe<^le, diey*re all right It*s just die 
mixed bloods that cause the problems. When they come down 
here and mix with the whites...that causes the trouble. Th^ 
should stay up widi dieir own pet^le." When I asked him how 
they were supposed to get a job if they didn*t come down to the 
cities, he said, "Well, that's a point I suppose." 

Then in Townsville, 1 was sitting on die bench, waiting for the 
taxi to take me to die airport and an older fellow came up to chat 
(I*m being politc.when he found out I was American, he 
mentioned that he had done some mechanic type of work at one 
of die American Army bases, and when die weekend leave time 
came around, '"diey all rented some hotel rooms In die most 
expensive hotel around, and brought in some sheilas just for die 
night,'* looking at me hopefully.) At any rate, he just *Venl ofr 
talking about the Mabodecision, echoing some of the sentiments 
mentionedabove,anddiensaying,**Youknowwc'renotsupposcd 
to call diem *Abos' anymore. They just came out widi some new 
decisbn, and now we have to say *Abori-gi-nal In-di-vid-uals' 
now...ah, it*ssosick!" 

Continued on next page 
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So the political and economic climate is definitely having an 
effect on the life of the Aboriginal people here, if not on me 
personally as well. Before leaving for Australia, I had made 
arrangements with Polly Ballantyne and Ian Henderson of the 
Australian Hearing Services for people to contact regarding the 
research project sponsored by lEEIR. As a result of the contacts 
Ian had made for me, there were a number of people who had 
expressed doubts that I would be able to accomplish the project, 
partly because I was white, but mostly because the local Ab(Migi- 
nal Lands Councils, and in fact the national council overseeing 
Aboriginal health and other affairs would have to apjrove my 
visit* and the process would take at least 6 months, if I heard from 
them again at all Part of the problem was that they were 
becoming more protective and scq)tical (rightly so) about re- 
searchers coming in and then leaving, never to be heard of again. 
The same person who had soimded the most discouraging a^ut 
me coming into the Aboriginal communities, also gave me the 
good suggestion about contacting health workers to get access to 
the rural locations. 

The last three weeks before I left were frantic, with me faxing 
documents, explanations about the project mostly, callint^ people 
trying to follow up on the permission to come into the remote 
areas and talk with Aboriginal pec^le. Andrew Remenyi and Jan 
Branson of La Trobe University were very helpful in trying to 
find out what was actually needed. It finally looked like I only 
needed the local authorities to give permission* so I then began 
my fax campaign to Travem Lea, the contact person for the 
Northern Regional Aboriginal Health Autliority in Queensland 
and he helped me to get in touch with Helen Ruble, his director, 
who would make the decision. Travem also contacted the 
Doomadgee Aboriginal Health team to see if they would be 
willing to have me, and local permission was granted by the 
Doomadgee Council. I got the fmal word that I would be able to 
come into this community, or others as I wished, on the Tuesday 
before leaving on the following Rriday. 

Cultural Influences 

I received a number of cautions from people before leaving the 
States. I was told by more than one individual that it would take 
mje several weeks just to establish myself in the community. One 
person told me that her way of introducing herself in the commu- 
nity was to "wear older cloihes and go and hang about. It used to 
take me 6 weeks, but now I've gotten it down to about 2 weeks, 
and then people wlU begin to get curious about me and come up 
and ask what I am doing.** Other people told me that I should be 
careful with my eye contact, because Aboriginal people don't 
make direct eye contact* and I could be considered rude. Another 
told me that I would not be able to ask direct questions, and only 
after an extensive period would people feel comfortable with me 
enough to respond to personal talk. Also, when talking with 
people in the city* usually Anglo people, whenever someone 
would mention happenings of a spiriuial nature* or something 
involving a cuise, they would lower their voices and look around 
saying* "Oh, we're not supposed to talk about this." And even 
here m Doomadgee, when I was talking some of the Anglo 
residents, when I mentioned going into tlie village to talk with 
people and visiting with them in their hotises or on their front 
porches, several chorused* **0h no, you can't go into their yards, 
you have to stop at the gate* shey won't let you into their yards.** 



For whatever reason, my experience has borne out almost none 
of this. I think the main reason is thati have goneeverywhere with 
the women who are the Aboriginal health team . We drive around 
in their car, people have seen me with them, and they have 
introduced me to their family and friends* and made me be 
accepted more readily in the community. The team members 
have also served to help interpret hard parts In the conversation* 
whether because of accents or slang, they have made the conunu- 
nication wori:. And one of the more interesting andimpredictable 
developments of the trip has been die response to me as a person 
whose great-great grandmother was Huron Indian. 

Here in Australia* the history of Aboriginal people is such that in 
the old days children who had white blood in them were frc- 
quendy removed £rom the families and taken miles away to be 
taught in mission schools and often reared by white families. The 
terms ' *half-caste, or quarter-caste" wert^ terms imposed by white 
people on Aborigines as a way of identifying those who should 
be removed from theircommunities. The policy had an intention, 
if it had been continued, of perpetuating the genocide of the 
Aboriginal people* genocide that was actually happening with 
massive slayings of the indigenous population. Today, the Ab- 
original people are fighting the terminology and seem to have 
adopted the stance that if a person has only onedrop of Aboriginal 
blood, then they are Aboriginal, though some others would argue 
that to call yourself Aboriginal you should have been raised 
tribally. Another person told me that it is also the treatment by 
(white) society that makes someone Aboriginal 



The only incidence of profound 
sensori-neural hearing loss with an early 
onset I have found here in Doomadgee is in a 

10 year old boy. His parents are obviously 
proud of him, and his father took pains to tell 
me what the boy is able to do that is similar to 
other children, for example, fishing because he 
watches carefully what to do, and turning 
somersaults like the others 



At any rate, when I have told people about my ancestors, their 
response has been to generally accept that I am Huron, though 
they have been very genUe with me about it* in case I mightbe still 
so "undeveloped** about acknowledging the "truth** about my 
ancestry. This refers to the fact that many Aboriginal people 
(meaning those with a good mixture of white blood) frequendy 
did not identify themselves as Aboriginal, and in fact arejustnow 
beginning to do so with any regularity. So the atdtude of many of 
the Aboriginal people I have talked with has been '*poor thing* 
one day* when she is more self evolved* she'll be able to accept 
this Indian blood and may even be proud of i t ** In fact* I am proud 
of my Indian heritage, I just don't know anything about it, and I 
have not felt comfortable in claiming it because of that and also 
the practice in America of having to be a certain percentage of 
Indian blood to belong to the particular tribe. People have noticed 
my skin color, and have shown the greatest empathy possible 
when I told them about growing up in die South in times of 

Continued on next page 
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segregation and the kidding that I got from peers and adults about 
beinga *'nigger*' and having to "ride in the back of the bus." They 
were shocked when I talked about toilets, water-fountains and 
restaurants were designated as "white** or "colorKL** They, too, 
were indignant when I told them of the woman in Texas who 
came up to me in a store to ask if '*there wasn't something to put 
on that skin to lighten it up." They all huddled a Lktle closer one 
afitemoon,asabout 8 of us sattogetherknee-toknee on the porch, 
and one old "Auntie** rubbed my leg and arm saying, "You're a 
pretty color, such nice skin. You're right to be proud of it." 
During this time, they asked me very personal questions about 
how that treatment "felt" to me, and their eye contact and touch 
was direct and personal. Andlhedepthof their empathy actually 
made me connect back with myself at 4 or 5 years of age, realizing 
in my head that people were just teasing me, but still feeling hurt^ 
afraid, and real rage at being treated that way. Since then Tve 
been thinking more about the feelings that brought or back to 
me and realized that those experiences iHX)bably explain a lot 
about who I am and the various political stances I've taken in my 
life. 

At some points, the research has become less objective and all the 
talk has become a mere touch. Like when one woman told me 
about her little two year old boy being drowned in the septic tank 
out back and she "iiked to never get over it We all moved out of 
(he house for about 15 months. I thought I never would be able to 
go back in there. But now it' s okay and it feels more comforting. 
She had already lost a son in a miscarriage and that was very hard 
for her. When her second son died, she had another small girl 
baby,andfeltthatshecouldn'treallygrieveforfearofhurtingher 
daughter. Now she has three of the most beautiful daughters and 
she "has to be grateful for them," but she has had a tubal ligatinn 
because she just didn't want to take another chance. "I'll wait tur 
grandsons.** 

Someone had already told me about traditions around death, how 
the family leaves the home, partly because of the sad memories, 
butalsobecauseof thefearthat the spiritofihedead person would 
"catch** someone. After some length of time, there is the "opening 
of the house** and a witcii-doctor is called in to"sm(riwe** the house 
to make it safe and ready for the occupants to move in. At diat 
time, the relatives can tadce any belongings of the deceased that 
they want, and if they don't want anything else, will turn it over 
to the other more distant relations to take what they want 
Actually, I found out last night from one of the policemen that 
they had heard that I was iiere studying characteristics of "death" 
because of the way that people from this region pronounce the 
"th" as "r. 

Perspectives on Disability and Deafness 
Much of my discussion with people has centered around the 
notion of disability and deafness. Because of my work with 
American Indians who are deaf, I had anticipated finding "west- 
em** explanations for the deafness as well as "traditional" ones 
related more tribal world views and happenings. In most cases, I 
have found people to describe their deafness from a medical 
viewpoint. For example, one old woman I talked with was deaf 
in one ear and she also had failing kidneys and was on a waiting 
list for a transplant — at least until her family talked her out of it. 
She told me that when she was small, she had a lot of pus in her 



ears (chronic otitis media), which she believes to be the cause of 
her current hearing loss. Another old man I spoke with became 
deaf as a result of industrial noise. He worked for years in a wood 
mill on a station, and first started noticing his hearing becoming 
worse in 1956. Since then it has progressively gotten worse. 
Again, his view of deafness is pretty straightforward and medi- 
cally based. 

Most of the hearing loss I have encountered here has been the 
result of otitis media, and has been an acquired condition. The 
only incidence of profound sensori-neuial hearing loss with an 
early onset I have found here in Doomadgcc is in a 10 year old 
boy. His parents are obviously proud of him, and his father toc^ 
pains to tell me what the boy is able to do that is similar to other 
children, for example, fishingbecause he watches carefully what 
to do, and turning somersaults like the others. His father was also 
pleased that his son can write his first name» although he had 
difficulty with his lastname,butthenhismothertookover the pen 
a*id wrote it for hixn. When I asked the mother how her son 
became deaf she said that when she was "carrying him, I saw my 
girl runned down in the street, right here in front I reckon I got 
a shock** and that is what caused deafness in her son. 

Most of the people here do not use the tribal sign languages that 
they have, and the younger ones have forgotten die signs. They 
also do not use these signs to conmiunicate with the people who 
have hearing impairment, but as with the 10 year old boy*s 
i^ily , they use a combination of Australian signs (taught by an 
itinerant teacher) and "home signs,** some of which could be 
considered standard signs used by the tribe. Other people com- 
municate with him using hand signs that are made up on the spot, 
but with which they profess a clear communication with the boy. 



...some of the people I have talked wUk 
seem to view it as '^natnrar* or at 
least an accepted part of life. 



Another aspect of the research I have been doing has been lo 
investigate the attitude toward disability prevalent in the commu- 
nities. In most of the disci?ssions I have had with people, the otitis 
media does not seem to Ix^ of great concern; in fact, some of the 
people I have talked witii seem to view it as ''natural'* or at least 
an accepted part of life. I have gotten different comments from 
people concerning the presence or absence of pain with the otitis 
media and related conditions, but in general, people do not view 
t4ie hearing loss related to it as a problem, and it is certainly not 
considered a disability . Some of the work done by Glenis Grogan» 
in Western Australia, has indicated that "disability** is usually 
viewed from the perspective of functional loss. As such, it can 
either mean a medical condition that has a significant impaa on 
function (perhaps similar to our conception in rehabilitation of 
'handicap'), or it can mean being separated from your family, or 
not having enough to eat. Here in Doomadgec, people do not 
seem to find otitis media and hearing loss to be a disability, 
although for the old man discussed above, his loss is certainly 
becoming a nuisance because he is having more trouble commu- 

^ Continued on next page 



nicating with his grand children and wife now. 

Since being in Australia, I have come across only a few instances 
of genetic deafness, and also a very low incidence of sensori- 
neural and profound deafness. There is a family group in the 
Western Desert region of Australia that rqx)rtedly has a number 
of deaf peopk in it (Ann Jacobs, personal communication), but 
no one has actually talked with the family about theirconcepcions 
of the hearing impairment. Ann*s observation, though not fully 
tested, is that if the deaf individuals in the family are ^^literate** and 
trained in a vocation^ then the deafness is not considered a 
disability, but it is if they have no training or significant role or 
function in the community. Ian Henderson is planning to follow 
up on the family to parallel the work that I have been doing as part 
of the fellowship from lEEIR. Also, in a week's time I will be 
moving on to Cairns which repeatedly has a large educational 
program for the deaf, a substantial deaf community, and **3 or 5** 
Aboriginal deaf individuals who use sign language. My plan is to 
meet with them and follow up on the information 1 have gotten 
here in Doomadgee. 



Most of the people I have talked with have 
maintained that people with disabilities are 
accepted in the communities without any 
discrimination. The most common response I 
have gotten is ^Hhey^rejust like anyone else, no 
need to treat them any differently/* 



Related to the perceptions of disability has been my interest in 
attitudes toward people with disability, in particular deafness. 
Most of the people I have talked with have maintained that people 
with disabilities are accepted in the communities without any 
discrimination. The most common response I have gotten is 
**they*re just like anyone else, no need to treat them any differ- 
ently.** There are some notable instances of difference with this 
prevailing viewpoint, particularly from the people who have the 
disabilities themselves. For example, there was one instance in 
Western Australia of a person who was deaf feeling '^embar- 
rassed** about having a hearing impairment, including feeling 
*'shy** about wearing a hearing aid and admitting to people that he 
doesn't hear well. Also in Western Australia, there was an 
instance of a man who had his leg amputated who kept refusing 
to wear his prosthesis. Finally some bright soul figured out that 
part of the problem was that the pipsthetic leg was **pink**! After 
they painted the device to his natural color, he reportedly had no 
difficulty in wearing it Also, several teachers here in Doomadgee 
have told me that many of the kids with hearing losses are 
reluctant to wear their hearing aids or FM units in the classroom. 
It appears that they don *t want to be identified as ^'different" from 
their classmates. So, one possibility is that despite the statement 
from most people that people with disabilities are not the subject 
of discrimination or negative treatment* there remains at some 
level a lack of easy acceptance of either remediation or acknowl- 
edgment of the hearing condition. 

One possibility is that within the community, the notion of 
differences or disability is not attached to deafness; but rather 



only within the '^rehabilitation** domain is the differences pro- 
nounced. This would mean that intervention actually creates a 
^'disability frarnewoik** that sets peopleaparL In ^tt the struggle 
over intervention is one that almost every Aboriginal worixr has 
talked about with me. There is a clear awareness that medical 
intervention is a**foteign" thing and most question the **ultimate 
good** of providing remediation and rehabilitation. And, in fact* 
much of the medical intervention given to the kids with otitis 
media does no practical good anyway. The question constantly 
arises about the pragmatics, not only related to changes of 
traditional Ufe-style, but also for the use of medicines that seem 
to have no effect* the use of grommets or shunts, and surgery to 
correct perforated ear drums. All of the workers I spoke with, 
however, dealt with the dilemma by following their job expecta* 
tions and providing the medical intervention. 

There were other instances, however, that Indicated that people 
with different physical conditions may be treated differently 
within the community. There was a strong attitude of /laking 
care** of people with disabilities, which ahnost certainly puts the 
person with the disability in an ^'unequal** capacity. The expec- 
tations for the 10 year old boy were much less than his brothers, 
sisters and cousins, and he was frequently allowed to stay home 
from school when the other children were ail made to go. People 
with disabilities are often ''just kept at home,** and are protected. 
This latter phenomenon is not the only one that is common in 
America, but is also something that causes frustration among the 
Aboriginal Rehabilitation Officers (AROs) working with Com- 
monwealthRehabilitaiionServicecase managers. Inother wixds, 
tlie AROs expressed frusu^tion at getting these protected and 
sheltered individuals "independent,** though there was little 
discussion about the cultural values that are laden in the notion of 
independence. 

Another instance of differential treatment was told to me by the 
old man with a hearing impairment from an industrial noise- 
induced trauma. When I asked about how people in the commu- 
nity communicate with him, and if they make a point to include 
him in communications, he said that people just tend p ignore 
him and don * t try and let him know what i s being discussed. I was 
told by others that, contrary to all descriptions about the impor- 
tance of family andcommunity involvement, he and his wife tend 
to isolate in the community. This phenomenon may be similar to 
reports of adventitiously deafened people in America who tend 
to become more socially isolated, both from friends and family, 
after the demands of trying to communicate with the hearing 
impairment become too taxing. 

Other individuals reported that people with disabilities may be 
accepted by their families, but may tend to be '*put aside" by the 
rest of the community. They may also be made the object of 
teasing within the larger community. Being put aside by the 
commimity is reportedly niore common if the disability (illness 
or other condition) is perceived as the result of being cursed. This 
type of curse was widely described as being the result of having 
engaged in ways that break the tribal "law**, perhaps having seen 
or done something that one should not have. Usually the result of 
having broken the "law** was extreme illness and death. In only 
one instance was deafness described as being the resuUof having 
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been cursed One woman told me a story of a man who was made 
"deaf and blind" by a curse. S everal members of the community 
who were church members went to some "special" waters in the 
river (perhaps for a b£q)tism?) and when the man came up from 
the water he began proclaiming "I can sec! I caahear!" Theother 
illness that was reported to be the result of some spiritual reason 
was leprosy, although none of the people I spoke with actually 
claimed to see someone healed firom this disease. Because 
deafness was generally viewed as a medical rather than spiritual 
condition, deafness was not something one would usually contact 
a witch doctor (medicine man) for healing. A witch doctor would 
be consulted if you had bet.: "caughL" 

There were several descriptions of the ways pcoplecould tell they 
had a curse rather than a regular illness. Sometimes the curse 
involved catching a mate. In this case, the way you know 
someone had put a spell on you was if a particular person's face 
continued to come unbidden into your mind One person de- 
scribed this phenomenon to me as '"you just can't stop thinking 
about that person, and you finally convince yourself that you are 
in love.*" But the relationships rarely work out, I was told, and 
there were numerous examples to support this. In fact, I met one 
Aboriginal woman in one community I visited, who I later 
learned "caught" her husband by doing the "doodah*" process that 
she asked her grandmother to teach her. Now, after about two 
years (the usual period when the "spell" starts to wear thin) she 
and her de facto husband are having troubles. 

Another story told me by many individuals was that one way to 
tell you are "caught" is if you are otherwise healthy, then 
suddenly become violently ill, or become ill at a particular time 
of the day, usually in the evening. There were numerous stories 
told to me about this type of occurrence, and for these problems 
people would seek the services of a healer. The healing process, 
therefore, is usually to heal illness caused by spiritual problems, 
someone causing a curse, not following the law, or from some 
more inner imbalance that needs spiritual remediadon, rather 
than medical One example of the types of problems caused by 
people not following the law have been told to me as well. 
Throughout my trip, there have been anumber of people all over 
Australia who ,^avt told me about serious problems in one 
community. T le stories about this community include reports of 
men having sex with children, men who are raping women, and 
homosexuality — all of these are behaviors in clear opposition to 
tribal law and natural' order. Also, these behaviors were proph- 
esied many years ago by some of the old, wise people in the tribe 
there. According to many of the individuals I talked with, the 
usual method of dealing with this type of behavior, punishment 
from the tribe, is not followed, partly because people are afraid 
of retaliation against their own families if they try and intervene. 
So in this case, the usual balance in the community has been 
dismpted, making the social network dysfunctional. People have 
not sought to right the order, or fmd healing for the community 
as a result. 

In another community, because of the blending of tribes and clans 
by the missionaries (a common occurrence over Australia), there 
are people who are violating traditional practices concerning 
marriage. According to several people, despite teachings and 



cautions from elders and family members, some people are 
continuing to "stay with the wrong people." Because of this 
practice, children are bom to these coiq)les with disabilities 
including mental retardation, physical problems and sundry 
others. Although one woman said thatshe"reckoned the disabled 
children teaches them a lesson," they continue to live together 
and produce more children even though their pa'^ents try to split 
them apart and tell them the trouble they are bringing on them- 
selves. When I asked one woman what her perception of the 
problem was, she said that the nature of the trouble "has nothing 
to do with medical science" but rather the fact that the couples 
broke the tribal law. 

Probably the most insidious influence to destroy the balance in 
the communities has been the use and abuse of alcohol. Everyone 
I spc^e with recognizes this as a problem, and attempts to effect 
changes are a constant part of all health woitos* jobs. I met with 
several families with children who, in addition to other problems, 
had some degree of deafness as well. A common question was 
whetherthedeafnesscausedtheotherproblems, such as behavior 
problems, enuresis, or "not knowing how to do things." In most 
cases, I surmised that fetal alcohol effect or syndrome was 
actually the source of ail of the difficulties. Many of the children 
of people who drink excessively are "fostered out" tq another 
fiamily. Family Services seems quite involved in maintaining 
care for them. Significant attempts are made to fmd foster 
placements with Aboriginal people, usually with a relative in the 
same community, rather than with white families or in urban 
environments. 

Attitudes Toward Rehabilitation Services 

The view of rehabilitation varies widely according to individual 
perceptions. Some of the ARO's have mentioned that many 
people think of rehabilitadon as being jailt alcohol treatment, or 
the "state forest," presumably referring to some juvenile deten- 
tion work programs. The CbmmonweaithRehabilitation Service 
. is similar to the American structure for Vocational Rehabilitation 
in terms of expectations, goals and eligibility requirements. In 
various parts of the country, the ARO*s have expressed some 
difficulty with recruiting clientele from among the Aboriginal 
communities, partly because of the lack of general awareness or 
shared negative perceptions about the services. A practice that 
has the most positive outcome has been using the ARO*s as 
liaisons between the case manage and the Aboriginal commu- 
nities. All of die ARO staff I spoke with said tiiat a major part of 
their job was networking on a continual basis. 

In most communities, rehabilitation activities are connected with 
medical services, and almost everyone has an opinion on the 
quality of care tliat tiiey are receiving. In general, most of die 
Aboriginal people I spoke witii were not satisfied witii the level 
of intervention, but that view was very different from tiiose 
expressed by Anglo people (not die professionals working in die 
field), who generally consider the level of services to be suffi- 
cient and, as is typical in American research reports, tend to 
blame die clients for "non-compliance, absconding, failure to 
cooperate." In my final report, the rehabilitation services will be 
described in detail, along witii interview information concerning 
those services. 
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Rehabilitation at the Worlcsite and Employer-Based Transitional Work Programs 
for Injured Workers: A Study of Canadian and Australian Models 
Donald £ Shrey^ PiuD*, Associate Professor and Director of Disability Management^ Department of Ptiysicai 
Medicine and Rehabilitation^^ Universiy of Gncinnati Medical Center 



Dr. DonaldShrey, Associate Professor and Director of Disability 
Management at the University of Cincinnati Medical Center, has 
conducted disability management research, training and consul- 
tation to business and industry since 1976. During 1992- 1993, he 
was awarded a joint World Rehab Fund-IEEIR and World 
Institute on Disability IDEAS Fellowsh^ to study Canadian and 
Australian disability management and transitional wodc pro- 
grams in business and industry. 

Canada 

The Canadian component of the study included a combination of 
lectures, presentations, meetings and policy consultations with 
labor and management, government, insurers, educators, and 
rehabilitation professionals. Disability management seminars 
were conducted in Toronto, London, Parksville and Vancouver. 
Meetings and consultation activities were conducted with the 
Insurance Bureau of Canada, the Ontario Insurance Association, 
the Office of the Employer Advisor, Ernst & Young, Workers* 
Compensation Boards of Quebec, Ontario, British Columbia, 
andAlberta; thelnjuredForcstryWcrkers Association of Canada, 
the Premier's Advisory Council on Persons with Disabilities, 
HLRA Health and Benefit Trust, Medex, the London Disability 
Management Research Group, and Western Ontario University. 
Information was gathered from several employers, including 
MacMillan-Bioedel, General Motors Corporation, Cuddy Food 
Products, Ellis-Don Construction, Cominco Limited, Canadian 
Paper Workers Union, British Columbia Rehabilitation Society, 
several hospitaL?, and others. 

The overall study revealed that, for the most part, Canadian 
business and industry has only recently gravitated toward reha- 
bilitation at the worksite. Ontario's Worker's Compensation 
Board is faced with a $14 billion "unfunded"" liability, as a result 
of uncontrolled workers compensation costs. Many of the cost 
problems appear to be directly influenced by political fluctuations 
- predominately, shifts in workers compensation schemes that 
reflect the policies and self-interests of labor-supported versus 
liberal industry-supported governments. Many employers, labor 
organizations and government agencies are gaining an apprecia- 
tion for proacti verehabilitaiion concepts, such as **early intervcn- 
tion," "case management,** "Individualized Written Rehabilita- 
tion Plans,"* and "on-site transitional work programs.** Isolated 
initiatives from go vemmentappcar responsive to employernecds 
and interests. For example, in Chitario, the '"Rapid Reemployment 
Initiative" of the Office of the Employer Adviser reflects this 
agency's mission to develop employer advisory services in order 
to facilitate the development of early intervention and gradual 
return to work programs. 



The Canadian Workers^ Compensation System 

The Canadian workers' compensation system operates through- 
out 10 provinces and 2 territories. All Canadian provinces and 
territories have exclusive state funds. Overall, Canada has about 
10%of thepopulationas wellas 10% of theGNPof theU.S.Each 
Canadian provinceAcnritory has its own Workers* Compensation 
Board, which ismandated by provincial legislation. All Canadian 
Woricers' Compensadon Boards are exclusive, whwh meaa> that 
the law requires certain industries to insure in a monc^Iistic 
provinci^ fund. Each Board has a Chairperson and at least two 
other members. Many Canadian Boards have changed from 
having all purpose boards to having appeal boards and corporate 
boards of directors. Each Canadian board has. the power to 
examine, hear and determine all matters and questions arising 
under the Workers' Compensation Act For example, the boards 
ate guided by provincial Acts, which provide only basic guide- 
lines for the boards to follow. Each provincial board formulates 
its own rules, decisions and orders. The Courts do not play a 
significant role in the day-to-day operations of a board. 

In 1990, there were over one million work related injuries in 
Canada. Over619,000oftheserequircdtimeoff from work. Each 
year, 30,000 Canadian workers suffer permanent disabilities. At 
any given time, about five per cent of all Canadian worixrs are 
away from work on long-term disability. The costs of Canadian 
workers compensation claims in 1990 was about $4.3 billion. 
Tlie injured worker's claim is against the fimd, not against the 
employer. The amount employers pay is detemined by the type 
of industry they do business in, thedollar amount of their payroll, 
and by their past experience with workplace injuries. Experience 
rating further rewards or penalizes individual employers. Em- 
ployers also benefit from the no fault insurance. When a worii- 
place accident occurs, the board pays out benefits regardless of 
the fault of the accident As such, workers cannot sue their 
employers or their co-workers, even if they directly caused the 
accident 

Many of the principles regarding benefits to workers are similar 
in bonti the Canadian and United States workers* compensation 
systems. Canada, however, has managed to arrange broad health 
insurance coverage of its entire population, to deliver, in general, 
adequate care, and to pay about 9% of GNP compared to 1 1 % of 
GNP in the U.S., where 25% have inadequate coverage. 

Many of the Canadian provinces appear to have used the Ontario 
Workers' Compensadon Board as a general model, with certain 
differences and modifications. For example, the Vocational 
Rehabilitation Department at the British Columbia Workers' 
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Compensation Board has the same hierarchy of objectives as 
Ontario and is committed to early intervention. Rehabilitation 
allowances cover the cost of retraining or education programs if 
those programs are considerednecessary to overcome the effects 
of a ic^ndual disability. Discretionary payments can be made 
when wage loss benefits have been terminated for woricers 
seeking employment or awaiting training. However, programs 
offered by the Canada Employment and Immigration Commis- 
sion are considered before providing allowances. Typically, 
services provided to clients within most provinces include vo- 
cational assessment and planning, job readiness and placement 
assistance, counseling, skiU development and employability 
assessment 

Most provinces have services for injured workers that feature an 
active case management system, functional evaluation units, a 
vocational/work evaluation program, some worksite and job 
modification programs, a job search assistance program, a voca- 
tional rehabilitation program, a training program, and ^)ecialized 
services (e.g., spinal COTd or other severe injuries, industrial 
diseases, assistance for surviving spouses and dependents of 
deceased workers). 

PrQvincial Services 

In Alberta, a Rehabilitation Cenue specializes in work harden- 
ing, a program designed to facilitate early intervention and early 
re-employment of injured workers. This program does not appear 
to have progressed to worksite rehabilitation. Alberta's case 
management strategy was adopted in 1989, whereby a case 
manager coordinates various Board services and helps ensure 
early intervention in physical, medical and vocational rehabilita- 
tion in cases involving more than 30 days lost time from work. 
The case manager establishes a rehabilitation/work return plan 
with the participation of the worker. 

Saskatchewan v^ffers specialized services, which include sup- 
portive coutiseling, technical aids, modification to the home/ 
workplace, and personal care. Its Job Readiness Program, Em- 
ployer Liaison Program, and Employment and Skills Develop- 
ment Workshop are directed towards jointly established and 
clearly focused employment opportunities for injured/disabled 
workers. 

Manitoba features an Adjustment Program for injured workers, 
which addresses the perso«ial, social or emotional difficulties that 
result from theinjury.Specific services include social,supportive, 
fmancial and vocational counseling. Manii^^ba has a strong focus 
on vocational assessment and employment services, including a 
Job Finding Club, Individualized Nforketing Service, Worksite 
Modification Services, and On-the-job Training Services. 
Manitoba's Information Systems Project measures key variables 
such as time between injury and vocational rehabilitation inter- 
vention, duration and cost of vocational rehabilitation involve- 
m2nt, types of vocational rehabilitation intervention, and em- 
ployment status at time of case closure and in subsequent years. 
The Disability Prevention and ManagemenlProgram in Manitoba 
is a model for other provinces for technical assistance and 
information dissemination to employers to address safety hazards 
at the workplace. 



Quebec's Commission de la Sante et de la Securite du Travail de 
Quebec has programs quite similar to the other provinces. How- 
ever, the Ergonomic Analysis Worksheet is a imique approach, 
which facilitates the return to work process among those with 
permanent functional limitations. The worksheet 2^roach al- 
lows for the creation of a worker profile, company profile, 
comparison of worker cs^cities and job task demands, and 
selection of corrective measures. 

Newfoundland's program includes the unique Self-Employment 
Assistance Program. This program is designed for workers 
unabletobenefitfrom conventional rehabilitation servicesdue to 
lack of education, lack of skills, age, limitations due to the injury, 
or the failure of conventional programs. 

Employer-based disability management systems in Canada are 
emerging, as a result of the increased costs of workers compen- 
sation programs. For example. Cuddy Food Products in Ontario 
has developed a program which involves the participation of 
worlq)lacesafety and trainingpersonnel, health care professionals, 
worksite designers, ergonomisis and engineers, and union repre- 
sentatives. Injured workers are brought back onto the line, either 
in a gradual return to work situation or in an alternative position. 
A team work approach reduces the chances of repetitive strain 
injuries by permitting the worker to move around the plant and 
perform an array of tasks that utilize di^erent muscle groups. A 
company ergonomist addresses the needs of injured workers and 
assesses potential work station changes which prevent injuries 
from occurring. 

Summary of the Canadian Stmiy Outcome 

This smdy has resulted in exciting opportunities for the exchange 
of information and resources between Canada and the U.S. The 
following activities are currently underway: 

1. Planning (he development of a disability management 
newsletter for employers in the US, and Canada^ to be coordi- 
nated by the Disability Management Instiuite of Canada, the 
LondonDisability ManagementResearch Group, Western Ontario 
University and Advanced Transitions, Inc. 

❖ 2. Training of insurance claims representatives in the use of 
the Individualized Written Rehabilitation Plan, and strategies to 
utilize private rehabilitation services for case/medical manage- 
ment 

❖ 3. Development of a rehabilitation counselor education pro- 
gram at Western Ontario University, by exporting Kent State 
University's core accredited program and faculty resources, and 
making it available to private and public rehabilitation profes- 
sionals, employer representatives and other Canadians. This 
program, once fully implemented, will facilitate thedevelopment 
of Canada's first graduate rehabilitation counselo* training pro- 
gram witiiin a Canadian university. It will also enable rehabili- 
tation professionalstoacquireCertifiedRehabilitationCounselor 
(CRC) status, thereby influencing the professional development 
of rehabilitation counselors in Canada. 
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❖ 4. Development and implementation of the Disability Man- 
agement Institute cf Canada, based in British Columbia. An 
initial government grant has support office space and associated 
costs. Business and industry is expected to provide substantial 
financial support of this disability management resource for 
employers. This institute will be designed to promote the ongo- 
ing exchange of research, publications, and other resources 
between Canada and the U.S« The Institute will pioneer new 
approaches to integrating^integrating Canadians with disabili- 
ties into the labor force. The mandateof this national Institute will 
be to increase the labor force integration and participation of 
people with disabilities through effective partnerships with busi- 
ness and labor, government, rehabilitation professionals and 
consumers. In carrying out its mandate, the Institute will pursue 
the following aims: a) Focus on reducing the human and eco- 
nomic costs (to disabled wo±ers, businesses, labour, govern- 
ments, consumer organizations and society at large) that result 
when effective job integratioiv^integration measures are not in 
place, b) Create strategic, long-term partnerships for an effective 
and coordinated approach to the challenge of job integration/ 
reintegration, c) Forge international alliances to monitor and 
develop new approaches toward the challenge of job integration/ 
reintegration, and ensure that these new approaches are viable 
within the context of the global economy, d) Ensure that employ- 
ers seeking to comply with employment equity requirements are 
provided with an effective means of doing so. e) Focus on 
developing return- to- work anddisability managementprograms, 
based in the workplace, that will begin the job reintegration 
process as soon as possible following the onset of the worker's 
disability. 

❖ 5. Development of industry-based demonstration projects to 
promote teansitional work programs for injured workers. Infor- 
mation from Dr. Shrcy'spioneering efforts in theU.S., regarding 
disability management policies, (H-ocedures, and joint labor- 
management supported models, are cunently beingintroducedat 
McMillan Bloedel (one of Canada's largest employers). A variety 
of activities are cunently being planned to introduce model 
program concepts among other Canadian employers. 



Australia is in the midst of a vintml revolution 

in disability management Although each 
Australian state differs in its workers compen- 

sation statutes and corresponding schemes^ 
most suites are moving rapidly toward worksite 
rehabilitation initiatives. 



❖ 6. Dr. Shrey and Dr. Michel Lacerte, M.D., Director of the 
London Disability Management Research Group (London, 
Ontario), have collaborated on an edited book. Principles and 
Practices of Disability Management in Industry, to be published 
by PMD Publishers Group, Inc. in the late fall of 1993.This book 
includes over 700 pages of contributions from over 20 
multidisciplinary experts in disability management from North 
America 



Australia 

Dr. Shrey completed a three week visit to Auso'alia, as well asone 
weekinNewZealand.Hedeliveredakeynoteaddresstoover 500 
participants at the Second Annual Rehabilitation Conference on 
Rehabilitation: Reducing the Cost oflniury and Disability (May 
12-14, 1993) in Sydney. Healso served as moderator of an eight- 
speaker symposium on worksite rehabilitation. 

The sujdy included visits to facilities of the Commonwealth 
Rehabilitation Services, meetings with Comcare (Services for 
injured Commonwealth employees), and with management rep- 
resentatives from the Woriccover Authority in Victoria* Various 
meetings were held with managers of private rehabilitation 
services, insurance representatives, and others. 

Dr. Shrey completed an interview forr/i^Au^fr^/ton, Australia's 
national newsp^r, and he participated in a radio talk show 
hosted by Elaine Harris, a disability consumer and advocate. 
Infcxmation was obtained from visits to a variety of employers, 
including a Sydney shipyard and Melbourne's Smorgan Steel 
Company. Information wasobiained from Ford M)torCoiporation 
of Australia, Procter & Gamble, and others. The study included 
lectures at Latrobe University in Melbourne, meetings with 
several rehabilitation counselor educators and information ex- 
change sessions with government officials. 

Australia is in the midst of a virtual revolution in disability 
management. Although each Australian statedifTers in its woikers 
compensation statutes and corresponding schemes, most states 
are moving rapidly toward worksite rehabilitation initiatives. 
Suiprisingly (and to their credit), the Australian;; have not em- 
braced hospital-based woik hardening services, as rehabilitation 
professionals and others have in the U.S. Instead, new initiatives 
and legislation (e.g., Workcover in Victoria) require employers 
to establish fonnalized work return programs at the worksite. 
Suchprogramsare typically designedfor injured workers with 20 
or more days of lost time. Thus, early intervention and on-site 
rehabilitation services are lecognized and 24)preciated. Private 
case management services, as typically provided by rehabilita- 
tion counselors and occupational therapists, have been nearly 
eliminated by the new Workcover scheme. Instead, employe 
are required to designate an on-site rehabilitation coordinate^' 
who will assume many of the roles otherwise performed by 
external case managers. 

Unfortunately , much of the worksiterehabilitation rhetoric among 
state workers compensation administrators aiKi employers has 
not become a reality. Government officials appear somewhat 
unprepared to offer technical assistance to employers, with 
rcspectto the developmentnuxlelof on-site programs. Employers 
lack knowledge and skills for disability management program 
development There are a few exceptions, however. Dr. Shrey 
observed that the disability management program at Ford Motor 
Company has features strikingly similar to Honda of America's 
Transitional Work Program, recently developed by Dr. Shrey in 
Ohio. Both programs include job analysis and on-site functional 
capacity evaluation components. Both feature on-site therapeu- 
tic monitoring, conditioning, safe work practice education, joint 

Continued on next page 



labor-management commitiees, and piognun time parameters of 
approximately eight weeks. 

Smorgans Steel Company in Melbourne featured an on-site case 
manager, who functioned as an internal disability management 
team member, with liaison responsibilities with commumty 
treatment providers and other rehabilitation resources. Conirac- 
tual therapists have been involved on-site and the company has 
identified modified duty options for injured workers. An unusual 
element at Smorgans was the presence of a non-medically trained 
acupuncturist with a Ihomeopathy cdentation, providing treat- 
ment to injured steel woricers. He has become and accepted 
member of the company's rehabilitation program over the past 3 
years. 

Rehabilitation Counselor Education is a relatively recent devel- 
opment within Australian colleges and universities, and profes- 
sional develc^mentandcredentialing is within its infancy stages. 
(Readers may want to consult theexcellentlEEIR study report of 
Dr. David Hershenson regarding Rehabilitation Education in 
Australia). Injured worker case management services are pre- 
dominately provided by nurses and occupational therapists, who 
have acquired on-the-job training in case management skills. 
One occupational therapist with Industrial Rehabilitation Ser- 
vKe (a private rehabilitation service company) provides both 



case managementandon-sitetherapy services to injured wotkefs 
at Ford Motor Company and other employers. This is a model 
worthy of consideration for the U.S.« since injured woricer reha- 
bilitation requires an integration of case management coordina- 
tion and on-site therapeutic interventions in transitional woik 
programs. 

Summary of Study Outcomes 

^ 1. A formalized training program in disability management 
skills for employers has been developed and utilized among 
Queensland employers over the past three years. This training 
program was shared with Dr. Shrey to be modified for both U.S. 
and Canada's business and industry. 

❖ 2. Dr. Shrey has been invited to contribute an article to the 
Bulletin, the professional journal of the Australian Society of 
Rehabilitation Counsellors. He will also collabcxate with Andrew 
Remenyi of Lattobe University, on an edited book regarding 
disability management in Australia. 

❖ 3. Ongoing infonnational exchange activities have been initi- 
ated with Commonwealth Rehabilitation Servu^es, Industrial 
Rehabilitation Services, the Workers Compensation and Reha- 
bilitation Commission of Western Australia, Latrobe University, 
and the Accident Compensation Commission of New Zealand. 



❖ Vocational Rehabilitation Development in Hong Kong: A Cross-cultural 
Perspective chow S. Lam, Ph.D. Associate Professor and Director of Rehabilitation Psychology, Illinois 
Institute of Technology, Chicago. 



Dr, Lam's study visit in Hong Kong was conducted during 
January, 1991. Then in August 1991, Dr. Lam was invited to 
present his preliminary fmdings at an international conference. 
The purpose of the study visit was to understand vocational 
rehabilitatiwi development in Hong Kong and compare its prac- 
tices to those of the United States. 

As an lEEIR fellow. Lam found that Hong Kong's vocational 
rehabilitation develc^ment models after the United States with 
minor influences from British practice. Hong Kong vocational 
rehabilitation movement starts with medical rehabilitation and 
gradually expands to vocational and psychosocial rehabilitation. 
The expansion is attributed to rapid economic growth during the 
past twenty years. However, the 1997 political uncertainty has 
taken its toll on both the economy and human resources and halts 
the growth of rehabilitation. 

The unique sociocultural values and beliefsofHongKongpeople 
influences the treatment of people with disabilities. Lam found 
that Western culture tends to be preoccupied with individual 
freedom (individualistic orientation) and the Chinese culture, 
under the influence of Confucianism, tends to be preoccupied 
with social order (collective orientation) (Bond & Hwang, 1987; 
Ho, 1987). Confucian philosophy advocates the virtue of sacri- 
ficing individual needs for the good of the group. One who does 
not meet his or her share of family obligation is subject to a 
significant amount of shame and guilt feelings. 



For most Chinese families, life is presumed to be unalterable and 
unpredictable, requiring a designation to external conditions and 
events over which they have little or no control. Accepting this 
fate, human suffering is part of natural order. Maintaining iiuier 
strength under ail the circumstance is considered by Chinese as 
an expression of dignity (Chan,l986). Consequently, Chinese 
disabled persons tend to resort to their family for support before 
seeking help from medical professionals. Quite often there was 
a substantial delay before professiotial help was souglit. For 
psychological problems, Chinese tend to turn to their families 
and friendsforsupportandnoitoseekany professional help at all. 

Another area Lam noticed a great difference between Chinese 
people and the Americans is their attitudes towards counseling. 
Chinese pe<^lc lend to distrust counseling. Chinese people often 
have difficulty expressing their emotions in clinical situations 
because they tend to view explicit expression of affection and the 
complaining of woiry , despair, or pain as a sign of weakness. The 
Chinese patients may expect an "authoritative** doctor to detect 
physical and psychological disorders firom "non-verbal cues**, so 
that the patient does not need to make elaborate verbal complaints. 
The Chinese expected their counselors to be more directive and 
authoritative, and they may be less inclined to approach profes- 
sional counseling services for solutions to their psychological 
problems. 

. Continued on next page 



Implications for American Rehabilitation 
From his study visit Lam noticed several implications for Ameri- 
can rehabilitation. Some of the unique Chinese values and beliefs 
could have direct impact on rehabilitation practices. In order to 
work with Chinese American clients and their families, Ameri- 
can rehabilitation personnel have to understand the ''shame and 
guilt** complex of the Chinese culture. As pointedout by Chan et 
al (1 988), a particular type of disability may influence a family *s 
willingness to encourage its disabled member to become active 
in the public (e<g., to fmd employment)* or to remain under their 
care. Chinese tend to be more positive towards people with 
physical disabilities than mental disabilities. Chinese Americans , 
with psychiatric problems may not seek professional he^ at all 
for fear of the stigma repercussions. Case finding and subsequent 
confidentiality may be particularly important in woddng with 
American Chinese clients. 

Research has found tiiat although Chinese Americans are quite 
resourceful in utilizing their networic of family, relatives, and 
firiends, they are not as effective or knowledgeable about using 
social service networi^s, and are often intimidated by bureau- 
cracy (Leung, Nagasawa & Quan, 1979). As a result, many 
Chinese Americans with disabilities who are employable and 
could potentially benefit from vocational rehabilitation services 
continue under the care of extended family members. Outreach 
and case finding activities could be conducted in conjunction 
with local Chinese cultural organizations. 

The Chi nese tendency to accept traumatic events and suffering as 
afactof iifemayhelp them adjustto their disability morequickly. 



Such quick adaptation may be mistaken as denial; therefcce, 
rehabilitation counselors should be sensitive to Chinese peoples' 
particular adjustment process and should not follow the tradi- 
tional "stage adjustment moder when working with these cli- 
ents. In rehabilitation counseling, the need of some Chinese 
clients for direction and advice early in the counseling relation- 
ship may require acounselcr to conclude the initial sessions with 
concrete suggestions. The use of the first two or three counseling 
sessions to specifically meet the needs of a culturally different 
client for direction and structure may be an effective approach. 

Since many Chinese people are kss- prone to verbally express 
emotions* these clients may benefit from role modeling to leam 
appropriate ways of revealing theb feelings in counseling. It is 
also helpful to instruct the clients about die benefits of emotional 
e:qpression in their counseling process* Frequently, the lack of 
emotional expressiveness is not a sign of resistance, but only that 
theclientdoesnotknow whatisexpected.Therefore,if counselors 
would like to elicit more emotional expression, they may have to 
providedemon$tration,helpclientsroleplaysomeofthe behavior, 
or even help clients build a list of vocabulary used to express a 
range of emotions (Chan et. al, 1988). 

Although it is difficult to generalize ficom one socio-cultural 
setting to another, cross-cultural comparisons can sometimes 
shed new light on how our society worits. Analysis of Hong 
Kong*s policies of rehabilitation will help U.S. vocational re- 
habilitation personnel to reach decisions about the usefulness of 
such approaches in their own work. 
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❖ Can Mental Health Service Provision in Developing Nations Provide Ideas for 
Rural America? The Example of Kenya 

Pauline £ Ginsberg, Ph.D., Utica College, Syracuse University 



Janet Fitchen's (1981, 199 1) descriptions of rural life in upstate 
New York^reveal the effects of economic and social change and 
analyze the inevitable stress they place upon family suucturcs. 
The situations she describes are ones in which, just as the 
traditional strengths of extended family solidarity arc stretched to 
their limits and the need for outside services increases, outside 
services themselves are reduced, consolidated, or centralized in 
urban areas. Consolidated schools, for example, require con- 
siderable travel for rmal children. As a result, informal devel- 
opment of peer group support from school mates cannot occur. 
Churches often merge, requiring further travel and/or they gain 
new members who are relatively more affluent and culturally 
different ex*urbanites among whom rural people do not feel 
comfortable. The country doctor has been replaced, if at all, by 
the small town medical center. Small businesses falter and fail, 
move to town or, in some areas, become transformed into 
boutiques which serve summer residents and tourists. In sum, as 
the need for rural services has grown, their supply has not Nor 
has affordable publ ic transportation allowed the rural poor to take 
advantage of services in urban areas. 



...both developing and developed 
nations share a need for new approaches to 
psychiatric rehabilitation characterized by 
economy, efficacy and maintenance or estab- 
lishment of skills of daily living in a 
normalized, non-restrictive environment 



Even if transportation were available, however, as the menial 
health needs of rural people are different from those of their urban 
counterparts, so must be the interventions of service providers 
(Keller and Murray, 1982). For example,linlcage between menial 
health and other human services is particularly crucial if families 
and individuals are to be maintained in their rural environment 
(Murray and KcUer, 1991). Nor have our models been entirely 
satisfactory , even with the urban populations for whom they were 
designed (sec Anthony, 1977); while achieving some remarkable 
success, they have been able to serve too few at too high a cost 
(Murray and Keller , 1 99 1 ). This bei ng so, might it not be possible 
that models being applied in other societies be of use here? Might 
it not be particularly the case that those developed in nations 
which are still largely rural could be adapted for use in rural 
America? 

One Af rican model implemented at Arc, Nigeria (Li^mbo, 1964) 
has elicited some interest in the U.S. Meant to serve those who 
live a traditional rural life-style through integration of wcslem 
medicine witli uaditional healing and community support, reha- 
bilitation villages give psychiauic patients the opportunity to 



participate in village life and maintain traditional skills and 
activities of daily living during a period of recovery or rehabili- 
tation from major psychiatric disorders. Yet in the face of 
increasing industrialization, this model is of limited usefulness, 
even in Africa 

Thus, both developing and developed nations share a need for 
new approaches to psychiatric rehabilitation characterized by 
economy, efficacy and maintenance or establishment of skills of 
daily living in a normalized, non-restrictive environment Per- 
haps the community based rehabilitation programs developed in 
Kenya can provide information about where to start To that end, 
this paper will describe (1) how Kenya's community based 
rehabilitation services have been organized, (2) how psychiatric 
rehabilitation was or could be integrated within such services, 
and (3) some of the factors that doomed initially successful 
programs to failure. In addition, it will also discuss briefly some 
of the needs which would have to be met and some of the barriers 
that can be expected if we were to try to implement similar 
services in rural North America. 

Kenya 

Kenya, East Africa is located on the Indian (3cean south of Sudan, 
Ethiopia and Somalia, east of Uganda and north of Tanzania. A 
former British colony somewhat smaller than Texas, it became 
independent in December, 1963. The population is approxi- 
mately 24 million, half of whom are under 15 years of age and 
80% of whom are rural. The 40+ ethnic groups speak a variety of 
languages, but are unified by the national language, Kiswahili, 
and the official language, English, which is the language of 
instruction in secondary schools and universities. 

Although since 1980 Kenya's psychiatric services have been in 
the process of rapid decentralization (Ginsberg, 1991), compre- 
hensive psychiauic services are not yet readily available to most 
rural individuals. Nevertheless, since 1987 when psychiatry was 
included in primary health care (PHC), training in medical 
follow-up and management of psychiatric emergencies has been 
part of the U^ining of PHC teams dispatc hed to rural areas. While 
PHC has had a great role in prevention, it has not, however, been 
sufficient to provide for rehabilitation of the chronically im- 
paired — psychiatric or otherwise. Thwfore, the question is 
beingasked: Can community based rehabilitadon (GBR) programs 
be developed either in conjunction with PHC or separate from it 
which will assist those who require psychiatric and/or physical 
rehabilitation? 

To answer the question with regard to psychiatry, a month long 
study-visit was arranged during August, 1992, at which time four 
of Kenya's seven CBR programs were visited.^ This visitbuilton 

Continued on next page 
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Funding 



Administration 



Staffing 



Service 
Provision 



SvcCTSsful programs 

Partially setf-supportlng 
Muttiple funding streams 

Participatory 

Fiscal management skills 
developed at program site 
Responsive community 
needs and input 

Volunteers from a cohesive 
social unit 

Role blurring, team approach 
Desire to give the program 
away by training community 
Duties include community 
organization 

Community based^ mobile, 
accessible 

Staff takes service to client 



Unsuccessful programs 

No funds generated locally 
Single funding stream 

Professional 

Fiscal management off-site 
or by donor 

inflexible regarding program 
content 

Volunteers not used or 
strictly task oriented 
Discipline chauvinism 
Professional staff attitude 
of classism 
Duties limited to 
professional services 

Site based, static 

inaccessible 

Client comes to staff for 



Clients included in decision-making service. Excluded from 



Relationship to 
Community 



Include adults 



Community organization 
of great importance 
involves community in routine 
decision-making 
Community shares financial 
burden 



Relatk>nsh1p to integrated sen/k^ provision 
Other Programs and coordinated planning 



decision making 
Limited to children 

Relates only to donor/ 
funder. Only seeks community 
participation in 
emergencies 

Community excluded from 
financial involvement 

Separate, distinct and 
independent 



regarded counseling as a necessary 
component of all rehabilitation efforts, 
and had requested inservice education 
in that skill area prior to our discussion. 

One characteristic integral to CBR iho- 
grams and shared by all programs ex- 
cept that at Kibera is use of a corps of 
permanent volunteers trained in diagno- 
sis and treatment of common conditions 
aiKi recognition and referral for less 
prevalent problems or those requiring 
professional intervention. These volun- 
teers are selected from the community 
and, in successful programs, by tfiecom- 
munity. Since the demands made on 
volunteers are rather great, there is the 
persistent problem of retraining a full 
complement of volunteers and of pro- 
viding training for replacements when 
volunteers bum out or enter paid em- 
ployment Successful programs not only 
do this, but also integrate the volunteers 
into the jne-existing volunteer social 
unit 

All programs also have a small team of 
professional health wori^ers and a paid 
executive director who is either a h^th 
care professional or a community mem- 
ber with on-the-job training. In success- 
ful programs, this is a high energy indi- 
vidual with credibility in thecommunity 
and involvement in it It is not an indi- 
vidual who stays in the office and works 
more with papers than with peq)le. 



TahU 1 Distinctions between successful and unsuccessful CBR programs 



three previous visits. In Kenya in 1985,2wceks as a tourist, 1989- 
90, 6 months sabbatical, teaching at the University of Nairobi's 
Department of Psychiatry and studying decentralization of psy- 
chiatric services and 1991, 1 month visitingfriends and planning 
the 1992 study-visit 

Kenya's Community Based Psychiatric (CBR) 
Services 

Of the 4 programs visited, the oldest was located in Kibera, a 
poverty stricken area of the capitol, Nairobi and was limited to 
children with physical disabilities. Another, also limited to 
children with physical disabilities, was located in Malava, a rural 
district of Western Kenya Two others served both children and 
adults. One of these, at Kibwezi, provided services to a mixture 
of small towns and rural areas. The other, based in Kisumu, 
Kenya's third largest city, targeted sunounding small towns and 
rural areas. All were funded by a combination of at least one 
international donor plus Kenya's Ministry of Health.* Only the 
one based at Kisumu included mental health among its services. 
It had done so from the beginning through iiiclusion of a psychi- 
atric nurse in its combined PHC/CBR team. The team based at 
Kibwezi, however, was receptive to inclusion of mental health, 



Finally, all programs haveacommunity 
education component Successful ones 
emphasize this function more heavily than others. Whereas all 
seek to educate teachers with regard to mainstreaming, success- 
ful programs also educate local crafts people to make and repair 
aids, families and neighbors to assist in training and adapting 
equipment for individuals with handicapping conditions, clergy, 
politicians, school children and citizens' groups to engage in 
health promoting life-styles and disease prevention activities and 
to recognize, understand and refer those in need of specialized 
assistance. 

With respect to other characteristics, the four CBR programs 
studied easily allow an observer to draw distinctions between 
successful and unsuccessful. Five examples are shown in the 
chart on this page. 

Applications to North America 

What needs and barriers does an American model face that may 
be different from that in Kenya? One of these is financial and 
administrative^ While Kenya does have governmental adminis- 
trative units comparable to our own, unlike those in North 
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America, noneof these has fiscal or administrative power outside 
of that of the central government That is, only die central 
government has the power to tax and the power to effect major 
changes in policy. Therefore, the need to affect and integrate 
policies and funding streams at all levels of government offers us 
a different type of challenge. 

Cooperation across administiad ve lines isdifficult in both places. 
The CBR program operating outofKisumu, for example, works 
with matters that might otherwise be assigned to the Water 
Authority, the Ministry of Livestock, the Ministry of Education, 
the Ministry of Social Services and Culture and the Ministry of 
Health and well as donor agencies which must secure govern- 
ment support A U.S, counterpart might involve Cooperative 
Extension,public and/or private healthfacilities,charitablefoun- 
dations, United Way, a university separate fiom that with which 
Coc^rative Extension is affiliated, public schools, county and 
state government, county social service, 3rd party payers (and 
their utilization review arms), public pressure groups, the Public 
Health Service, the Social Security Administration and NIMH. 
Maintaining fiscal and administrative responsibility in a 
way that is cooperative rather than competitive and which 
gives substantial control to the community has all the 
makings of a nightmare. Yet. for many of these organiza- 
tions, ignoring them or their interests would be an even 
greater threat to program success. Competitiveness in our 
relatively resource-rich environment can be a hazard which 
is absent in cases where the PHC/CBR program is the only 
social service game in town. 



for the volunteer as well as the service recipient. Moreover, 
volunteers may provide thekey toacceptance in aclosedcommu* 
nity. 
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Assuming, however > that terriioriaiity can be overcome and 
cooperation secured, what other problems should be con- 
sidered? While several aspects of the conclusions based 
upon the chart above will seem obvious to North American 
service providers, I would like to caution against their too- 
facile dismissal as self-evidenL Accessibility, for example, 
does not referonlyiowhetherabuildingis equipped to cater 
to individuals with physical handic^^s. It also takes into 
account whether there is sufficient parking and whether 
service hours are convenieiit to accommodate client school and 
work schedules. For those in large cities with significant pubUc 
transportation it includes the distance from bus or subway stops. 
For the non^affluent living in rural areas where maintaining a 
working automobile with fuel in it is all too often the only 
alternative to staying at home, provision for mobility may be the 
only guarantee of accessibility. 

S imilarly easy to read and dismiss is the information about use of 
professionals and volunteers. In the70*s, the team ^proach with 
significant role-blurring and the use of community volunteers (or 
even paid para-professionals) were common. Since then, except 
for emergency telephone services and some alternative services 
(e.g. women's shelter's), both have faded into thebackground and 
mental health care has been reprofessionalized. The above infor- 
mation sui ' gests that we may wish to reconsider. So, in fact, does 
the clubhouse model of psychiatric rehabilitation (Anthony, 
1990). I wouivl also submit that in the isolated and isolating rural 
America which Fitchen (1981, 1991) describes, the opportunity 
to be a volunteer in a program which provides social opportuni- 
ties, esprit de corps, and outside recognition is health promoting 
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Endnotes 

' This p&per was prepared for the National AssocUtion for Rural Mental 
Health, June 20-24. 1993, Urcoln, NE. 

* Although Htchen wiiies of central New York, my cunem home, her 
desciiplioQS vividly evoke images of eastern Nebraska and tnemoiies of my 
experiences in the rural counties served by Omaha*s Imnunuel Community 
Meatal Health Center in ibe eariy 70*s as well. 

^ TTie initial (1989-90) rwearch was conducted under the Govemraeni of 
Kenyfe research peiniit OP. 13AX)]yi9C 70/7 and suppoitcd by Utica College 
of Syncose University and the Dcpaitmeni of Psychiatry of the Univcrsiiy of 
Nairobi. The subsequent (1992) study-visit was funded by the International 
ETtchange of Experts and InfoimatioQ in Rehabilitation, a projea of the World 
Rehabiliution Fund and the University of New Hampshire's Institute on 
Disability, and by Utica College of Syracuse University, The Division of 
Mental Health of Kenya's Ministry of Health was invaluable on both 
occasions and served as the study -visit host agency without which the 
leseuch would not have been pos:(ibIe« 

* For tn extensive description of each program, a longer version of this p^r 
is available from the author. 

' Successful programs could be easily distinguished from unsuccessful ones 
on the basis of client vdumc, staff attitude and funding. 
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Development of an Integrated Healing Model to Address the Mental Health Crisis 
Among Khmers in Cambodia and the U.S. 

Sharan Elizabeth Brown, EdD., Research Associate, University of Washington 
Lane Anthony Cerber, PhD., Seattle University 



Sharon Brown and Lane Gerber*s study/visit had two primary 
objectives. The first was to introduce Khmer physicians, psy- 
chologists, Buddhist Monks, and Khru Khmers (Traditional 
Healers) to the western theory of psychopathology and Western 
thera^utic s^proaches and rehabilitation interventions. The 
second objective was to obtain information on traditional Khmer 
approaches to mental health problems and how they may be 
addressing those problems currendy. Both Brown and Gerber 
woiic with Cambodian refugees in Seattle. 

Personal Reflections, Sharon Brown 

There were two types of learning that occurred for me as a result 
of this study-visit. The first was the expected— increased cogni- 
tive understanding of Khmer attitudes towards mental health 
issues based on the substantive information gleaned from both 
formal and informal data gathenng. The questionnaire data as 
reflected in the results has been described above and, although 
extremely limited, did provide me some insight into current 
Cambodian beliefs and practices in this area. However, it was the 
spontaneous meetings and interactions with people that taught 
me mere about the Cambodian ^proach to all difficulties and 
made me sensitive to the need to understarxl in greater depth the 
cultural attitudes towards resolving problems. Specifically, this 
recent visit toavolaiileCambodiataughtmesomethingabout the 
Cambodian attitude and ^proach to situations outside of their 
control. The western approach to a "helpless" situation is more 
likely to be action in an attempt to change the situation— if at all 
possible. Generally, I observed an opposite reaction among 
Khmers tosuch situations — i.e.,passiveacceptaiice which seemed 
togo beyond that commonly demonstrated by traumatized groups. 
This culturally ingrained passivity seemed to me to reflected 
not only in the Khmer deference to the head of the family and 
government leaders, but also to all authority figures including 
western professionals. It also struck me that the Buddhist belief 
in the inevitability of one's fate was perhaps another example of 
this passive acceptance of one's current experiences in such a 
way that changing that current reality was not a high priority. 

Doing research and attempting to teach 
in the midst of anarchy was an experience that 
taught me the importance of flexibility, accom- 
modation, realistic expectations, patience, and 
humor. I have learned that no one can prepare 
for all contingencies and that knowledge comes 
in many forms, some of which are 
unexpected and perhaps uncomfortable. 



If the historical Khmer response to situations outside of their 
control — whether it be military invasion or mental health prob- 
lems—has indeed been a learned helplessness, any helping 
model with a goal of teaching new behavior must focus on 
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modeling and teaching alternative responses which may provide 
a greater sense of power and control. Cambodians have experi- 
enced innumerable sufferings. Whether their heritageand values 
have soitiepart to play in th eir victimization is not addressed here. 
However, it seems apparent to me, that victimization and exac- 
erbation of mental health problems will continueamongCambo- 
dians if they are not offered opportunities to develop new 
behaviors. Given their cultiiral heritage, although traditional 
healing approaches may help and need to be considered as pan of 
a holistic ^roach to service delivery, skills such as self- 
determination and problem solving may be equally importanL 

However, it is also the reality of life for Cambodians that 
assertive behavior is fraught with danger. An example of this was 
the recent assassination attempt of a political dissident in Phnom 
Penh. Chall^ging the stams quo is ix)t a culturally valued 
behavior nor positively reinforced and this resistance to tamper- 
ing with the traditional institutions seems to have followed 
Cambodians to the United States. At the Refugee Clinic this is 
poignantly demonstrated by the many women who are victims of 
domestic violence and get no community support for confionting 
their spouses or separating fiom them. Rather, there is a cultural 
expectation that the £amily will remain intact regardless of the 
dynamics between family members. Women who "suffer" are 
considered strong and there is value in suffering in silence. 
Therefore, albeit modeling different behavior would seem to he 
a valuable intervention , thore is an ethical consideration as to it's 
appropriateness— either in Cambodia or within the Khmer- 
American community in the United States. . 

In addition to this more "academic" knowledge, I learned invalu- 
able psychological lessons concerning the realities of conducting 
research and leachmg in a country that is barely functioning and 
in the midst of— at times — chaos. This awareness seems impor- 
tant not only personally, but also because of the impact such an 
environment can have on future work in Cambodia ai\d in similar 
countriesexperiencing social and political unrest. Doingresearch 
and attempting to teach in the midst of anarchy was an experience 
that taught me the importance of flexibility, accommodation, 
realistic expectations,patience,and humor.Ihave learned that no 
one can prepare for all contingencies and that knowledge comes 
in many forms, some of which are unexpected and perh^s 
uncomfortable. 

implications for the U.S., Lane Cerber 

In combination with the results of talking with the native healers, 
monks, physicians, Canadian physicians, and medical anthro- 
pologists, the teaching and the giving and discussing of these 
questionnaires emphasized the way that Cambodians are willing 
to accept things the way they are^are expected to act submissively 
before authority, need smooth interpersonal relations, feel over- 
whelmed and helpless in the face of their losses and pain, 
emphasize the safety and security of homearKi immediate family, 
^ ^ Continued on next page 



and feel considerable shame at any feeling or psychological 
experience that seems out of the ordinary. Therefore they espe- 
cially do not want to reveal anything of the sadness or anxiety or 
angry outbursts or difficulties with remembering and concentra- 
tion that axe some of the haUmaiks of PTSD that so many of them 
seem to have. This brought home to me the importance of 
establishing in the United States and in particular at the refugee 
clinic where lam involved, treatmentandtrainingmodalities that 
fit with this land of mindset, especially this kind of mindset that 
is now in a culture that values behavicx^ and attitudes very 
different from their original ones. For example, if Cambodiai^ 
especially those from the countryside who are now in the U.S. 
value home so highly, and are so submissive and passive (by 
American standards) in the face of authorities like health pro- 
fessionals, peiiiaps one option that wouldbe useful for them is to 
have psychologically trained laypersons go into their homes to 
deal with crises that arise when a letter from the welfare office or 
immigration bureau causes their psychological symptoms to 
precipitously rise. In this regard some modeling and training 
might be useful in showing and teaching them that there are ways 
that they can cope with these and other difficult daily life 
occurrences in our culturerather than depending solely on getting 
some more powers American professional or patron to take 
care of these issues (which also keeps themselves in a subservient 
position). 

In addition, the importance of the nuclear family in the life of the 
individual is clearly very important Family is a potential re- 
source for help as well as a group that one must shield fror : ?ny 
shame. Accordingly it is clearly important for the family to be 
involved at some level with whatever therapeutic help the refu- 
gee clinic patient receives in order for the family to support and 
. underslandtreaunentefforts— andforthepatienttoknowthatthe 
family accepts their problem and the subsequent treatment 



Getting a deeper sense of issues of 
power and authority and shame and respect 
have, J believe, enabled me to be better under- 
stood by (as well as to understand better) 
the patients with whom J work. 



Finally, understanding even more vividly the Cambodian reluc- 
tance to discuss psychological issues especially with people with 
whom they are not very close, and the Cambodian expectation 
that treating people have the power to heal and that patients are 
passive and given to by those "with the power** has alieady made 
a difference in my dealings with patients at the refugee clinic 
here. It iseasy for non-Cambodian health professionalstobecome 
angry and frustrated by what they perceive as the '*passi vity " and 
"non^cooperativeness" of Cambodian patients. Alternately it 
also is easy for these same non-Cambodian health professionals 
to do "too much" for the Cambodian patient who has suffered so 
much trauma and whom one can see as **too hurt to be able to help 
themselves at all.** Getting a de^r sense of issues of power and 
authority and shameand respect have, Ibelieve, enabled me to be 
better understood by (as well as to understand better) the patients 
with whom I work. I seem to be able to talk with them in ways that 
are closer to their experientia] world as well as be better able to 
differentiate between the effects of traumaand the cultural mind- 
set of patron-client relationship. As paradoxical as it sounds, I 
have begim to act mcxe like an authority with them and at the 
same time have been better able to enlist their help in woricing 
with me in their treatment Moving toward this deeper under- 
standing hopefully will continue to help me and others with 
whom I work and train — and thereby help the patients. 



❖ The AppUcability ofMorita Therapy (as Used in Japan) to the Pyschosocial 

Rehabilitation of Persons With Psychiatric Disabilities, 

Irvin D. Rutman, Ph.D.^ President^ Matrix Research Institute^ Philadelphia, Pennsylvania 



For over thirty-five years E>r. Rutinan has been actively involved 
in psychosocial rehabilitation (PSR). He became director of 
Horizon House in 1956. Dr. Rutman founded Matrix Research 
Institutein 1973. The study-visit is consistent with Dr. Rutman *s 
career-long interest in developing new methods and models fw 
providing effective rehabilitation programs for persons witli 
mental illness, evaluating the effectiveness of these models, and 
promulgating the use of these models that have demonstrated 
effectiveness with this population. 

During April and May, 1993, a Fellowship award from lEEIR 
enabled Dr. Rutman to conduct a study-visit to Japan to inves- 
tigate the applicability of Morita psychotherapy principles and 
methods to psychosocial rehabilitation (PSR) services for per- 
sons with psychiatric disabilities. Since there are some 2,000 
facilities providing PSR services in the United Slates and since 
there are many commonalties between the underlying principles 
of PSR and Morita therapy, there seemed reason to believe 
Monta approaches could usefully be incorporated into PSR 
methods. 



Rutman made arrangements with four Japanese professionals to 
serve as *'hosts" for his study visit. Three were psychiatrists, of 
whom two (Dr. Ohara and Dr. Kitanishi) were nationally recog- 
nized leaders of theMoritaMovement, and the third (Dr. Semba), 
the director of a psychiatric hospital; and the fourth host. (Mr. 
Ideda) was the director of research of a comprehensive rehabili- 
tation facility. 

Rutman*s study-visit began with attending the Second Interna- 
tional Congress of Morita Therapy, a four day meeting held in 
Fukuoka, a city on Japan's western-most island, Kyushu. Over 
250 participants presented papers and discussions regarding 
expanding uses of Morita therapy in j£4}an and throughout the 
world. Groups now being served by Morita-styled approaches 
include neurotics, psychotics, substance abusers, persons with 
eating disorders, AIDS victims, persons with terminal illness and 
others. In addition to Japanese professionals, the conference 
attracted presenters and participants from China, Taiwan, Aus- 

Continued on next page 
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txalia^ Eiirqpe, Canada, and the United States. 

Following this conference, Rutman had arranged for day-long 
meetings with each of his hosts, to discuss current treatment and 
rehabilitation methods, Morita ihen^y and PSR, and to further 
steep himself in the mental health delivery system of Japan. 
These meetings to<^ place at the National Institute of Vocational 
Rehabilitation, in Chiba, a suburb of Tokyo; at the Hamamatsu 
School of Medicine and Hospital, in a city about 100 miles from 
Tokyo; at the Chiba Mental Hospital; and at the hospital of the 



Jikei University, in a community about 30 miles from Tokyo. 
Communication generally went well, particularly since three of 
the four settings there were Japanese staff persons who had spent 
considerable time in training and/or employment in the United 
Statesandwhoservedastranslators.Healsocond jc !edseminars 
(one formal presentation a the NTVR, two informal presentations 
with staff members of the Chiba Mental Hospital and the 
Hamamatshu University Hospital) in which he described emerg- 
ing trends and developments in mental health and rehabilitation 
occurring in the United States. 



<^ Health Professionals^ Families^ and Mental Illness: Toward a Western and 
Traditional Medicine Collaboration Model 

Dr. Stewart D* Covig^ Professor of Religion^ Pacific Lutfieran University 



From behind the ancient Wall and her attention to Rivw and 
Peace, today China launches space satellites and has become a 
major player in iniematiohal politics. In the next century, wUl 
more people speak English in China th^ in the United States? 
What will it mean to have a 1 .2 billion population trading pinner 
and competitor? With the exploding modernization of the People* s 
Republic economy as a setting, the researcher sought rehabilita- 
tionconncctions between traditionalChinesemedicine(TCM) — 
a practice thousands of years old— and modem Western meth- 
ods. He found that in China the family was never blamed for 
causing the illness in any way; to the contrary, it was an assumed 
ally and indispensable for both diagnosis and treatment In 
America we stiU speculate about family-as-allies potential. The 
family in China, however, is more isolated. No public National 
Alliance for the Mentally Dl 



(NAMI) activity is evident; 
to begin an organized effort 
for families to make contact 
for mutual support would be 
of great benefit. Someone in 
China should write an 
equivalent of E. Fuller 
Torrey's Surviving Schizo- 
phrenia: A Family Manual 
to get the ball rolling. 

The term "model" is fre- 
quently used in the physical 
sciences. In considering 
something beyond direct ex- 
perience a physicist, for ex- 
ample, might use familiar 
objects — colored billiard 
balls to provide reference 
points. Yet constructing an Stewart Covigs Poster Session 
ascending spiral tree-like arrangement of colored balls is not 
intended as a replica of a DNA molecule; rather, it provides 
conceptual tools and vocabulary for speculation. In his Models of 
the Church (New York: Doubleday, 1974) Avery Dulles divides 
^'explanatory** constructs (architectural scale models) from "ex- 
ploratory" (teaching and research) ones. Beinteld and Konigold*s 
Between Heaven and Earth: A Guide to Chinese Medicine 



distinguishes the doctor as mechanic in Westem medicine, and 
the doctor as gardener in the East 

Combining thestrengths of each underlies the philosophy of New 
Life Farms, an exploratory interdependent group model resem- 
bling the Kibbutzim communal farms in Israel and the Amish 
agronomy seen in America. At New Life, soil and plant scientists 
attack weeds and parasites which hinder growth. They also 
research loam and sprouts to enhance production. 

In hospitals and cither settings, mental health professionals — 
psychiatrists^ psychoanalysts, psychologists, psychiatric nurses 
and social workers— apply "high tech" skills and medications to 
confrontacuteepisodes of illness. The immediate goals are(l) to 

planttheseeds,thatis,cure 




by removing symptoms 
and (2) to prepare opti- 
mum soil conditions 
whk:h suggests healing by 
restoringor making whole. 
These mechanics "fix** 
things. But the enterprise 
also depends upon the 
mysteries of sunlight, 
rains, and wind. Out in the 
fields, then, are the gar- 
deners—family members, 
friends, clergy, educators 
and sympathizers — ^who 
patiently till the soil and 
tolerate the unexpected 
droughtor flood. High tech 
medicine gives way to 
self-help groups, plus 
family, group, and one- 
on-one therapies. Balance and maintenance are primary. Imme- 
diate goals are accommodated to occasional setbacks in the effort 
to cultivate growth in the long term. Here science will not scom 
traditional emphases upon individual uniqueness, needs, and 
responsibility. Qigong is learned and practiced by some, and tai 
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jing exercised by others. Harvest time does not require cure; it 
celebtates ""new life** on a plane now protected from the edges of 
chaos and despair. 

Ultimately every fanner harbors hope. Combined with mutual 
respect between mechanic and gardener, hope also requires 
communication between the two. Lack of dialogue in cultivating 
the growing crop, in this researcher's opinion, is the greatest 



weakness in the western mechanic's treatment; by the same 
token, ignorance of biologically-based diagnosis and medica- 
tions to con&ont weeds and parasites reduoe the gardener's 
effectiveness. By complementing strength for each others* weak- 
ness, peopiecapableof**having''and**holding"(ther<?t>/meamng 
of the term *Vehabilitation") will shape both harvest and reward 



❖ Exploring the Severity of Post Traumatic Stress Disorder and Learning More 
Efficient Ways of Treating Chronic Trauma in the Gaza Strip and the United States 
John W. Raasoch, MD, Medical Director, Monadnocic Family Services 
Christine L Sedor, MA, and Bryant Jordan, Correspondent, Manchester Union Leader 



During October and November of 1992, Dr. John W. Raasoch, 
Christine L. Sedor and Bryant Jordan went back to the Gaza Strip. 
Their focus was on the refugee camps and especially the children. 
This study built relationships with Gaza Community Mental 
Health Program and completed a research project begun last 
spring and set up a formal liaison with an exchange program. 

Raasoch and Sedor studied severe trauma imposed by extreme 
oppression, political torture and the violence which results from 
such circumstances. They looked at similarities and differences 
betweenGazaand America in thetr^tmentoftiBuma-particularly 
identifying strategies to accelerate treatment for more efficiency 
in our treatment of trauma victims. Long term political oppres- 
sion and violence has led to the breakdown of the fkmilial 
structures and subsequently die breakdown of a culture in Gaza. 
Parallels to similar circumstances in the United States specifi- 
cally in urban areas such asLos Angeles were afocus of die smdy. 



Part of what has happened in the Occupied Territories is attrib- 
uted to racism which is not unlike what we have in the United 
States. 

Here in the United States we are always looking for ways to 
abbreviate treatment with trauma victims ratiier than continuing 
with the current long term s^yproach. The Gaza Community 
Mental Health Program has been successful in many instances of 
having dramatic treatment successes with brief interventions 
while reaching a larger base. 

Joining Dr. John Raasoch and Chris Sedor, was Bryant Jordan, 
Business Editor of the Keene Sentinel He has done previous 
work in Israel, Gaza, and die West Bank. His study included how 
the unseen wounds of war and occupation are or are not treated. 
His writing and photographs were seen in the Keene Sentinel and 
will also made available to all newspapers which subscribe to the 
Associated Press. 



❖ Psychiatric Treatment & Rehabilitation for Seriously Mentally III Persons in China 
Robert Paul Liberman, M.D., Professor of Psychiatry, UCLA School of Medicine 



RobertP. Liberman, M.D., Professor of Psychiatry attheUniver- 
sity of California, Los Angeles, School of Medicine and Director 
of die Clinical Research Center for Schizophrenia and Psychiat- 
ric Rehabilitation, toured various mental healtii facilities 
diroughout China on aPellowship from the International Exchange 
of Experts & Infoi^tion in Rehabilitation of the World Reha- 
bilitation Fund. During his travels. Dr. Liberman gave lectures, 
worksh(^s, arul seminars to mental healdi professionals, teach- 
ing diem many of Uiebehavioral techniques developed, eval uated 
and utilized at his clinical research center in Los Angeles, 
California. During his extensive visit to China, Dr. Liberman ^ 
had die opportunity to observe die quantity and quality of mental 
health services in metropolitan and rural provinces within that 
country. The report of his experiences offer interesting obser- 
vations and insights regarding the limitations of psychiatric 
practice as well as ideas and suggestions that may be adapted to 
help solve many of the rehabilitation problems experienced by 
clinicians in the US. 



Treatment of the seriously mentally ill in China, consists of a 
variety of circumscribed, tr^tional and non-traditional therapies, 
centered around long term hospitalizatbn in facilities very similar 
to immense state hospitals of die past, in die US. There are also 
a limited number of out-patient treatment centers such as day 
hospitals, vocational rehabilitation sites, and supervised or sup- 
ported housing for the mentally ill; these are primarily located in 
the large cities in a country where the majority of the population 
live in rural provinces and depend on village or country doctors 
for their psychiatric as well as medical care. 

Diagnosis of mental illness is made using criteria similar to diose 
mandated by the DSM III-R, and while die Chinese have access 
to and utilize the same or similar psychotropic medications to 
those we use to control the worst of psychotic symptoms, their 
overall treatment philosophy is very different from ours. Yet in 
dieir clinicians, diere is strong desire and eagerness to join die 
western worid, particularly the US, in utilization of die newest 
tiierapeutic technologies. Condnued on next page 
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To this end, the Chinese govenunent .is importing expert mental 
health professionals from all over the world to introduce, teach, 
and advance ideas for rapid modernization of psychiatric treat- 
ment> including the concept of patients 'rights forthe hospitalized 
mentally ill. This growing desire to *'Open China to the West" as 
postulated by the Communist Party's Five Year Plan, gives 
western countries the opportunity to explore an entity in China 
known as the '^voric unit**, and in particular, its relationship to and 
impact on psychiatric treatment and especially on the recovery of 
people who are SCTiously mentally ill. The "Woric Unit** is 
fundamental to individuals* identities in China since die majority 
of working citizens begin and end their working lives in a unit, 
whether it be a factory, farm, commune, office, hospital, or 
school As part of its total control over die workers* lives, the 
Chinese woiic imit is able to incorporate w<xk as a modality for 
social recovery of the seriously mentally ill. 

Life-long assignments to woric units not only provide woricers 
with their livelihood, but entitle them to have the woric unit 
assume responsibility for locating and funding in-patient and 
out-patient psychiatric services. When the worker recovers 
enough to be released from the hospital, the Woii: Unit is also 
responsible for providing some form of productive work within 
the unit, for the newly discharged, disabled worker. 



Liebcrman observed that the Chinese system of kjcating finan- 
cial responsibility for psychiatric services in production-onented 
woric units contains die seeds of more effective supported em- 
ployment prog^un mechanisms than are currendy available in 
the US. This fiduciary responsibility for psychiatric servicesheld 
by factories, offices, companies, etc. in China, seem to indicate 
the possibility of a smoodier transition from hospital to commu- 
nity based care for diem than for die US where funding is rigidly 
controlled by die state and federal bureaucrats, who have shown 
a great reluctance in die past to turn over funding control to local 
authorities. 

The Chinesesharemanyproblemsandobsiacleswidi die Western 
World in die treatmentandrehabilitationof seriously mentally ill 
persons. Some of these include housing, special burdei^ experi- 
enced by families who are expected to take care of their mentally 
ill loved ones, and consumers continuing to suffer the stigma of 
mental illness* Clinicians neither in die West nor the East have 
clear answers to these and odier problems, therefore, dieir 
resolutions are areas for strong, ongoing collaborations, widi 
each examining their respective cultures for clues to success that 
when adapted, exceed die expectation of eidier. 



❖ The Changing Mental Health System in New Zealand 
Fran Sylvestri, Executive Director, Monadnock Family Services, Keene, NH 



ExcerpU From His Report 

In the United States, the National Alliance of die Mentally III 
conducted reviews of mental health delivery systems throughout 
the country. Their last report, published in the fall of 1990 
identified only seven states that they felt offered the basic 
services to support Americans with long-term mental illnesses. 
They furth^ identified the weaknesses of each state, not only in 
the other forty-three states and District of Columbia, but also 
areas diat needed improvement in the seven which met dieir 
minimum standards* 

The State of New Hampshire was one of the seven states diat 
fortunately passed the test of the Alliance. But our pride was 
tempered with the list of areas that needed improvement, and die 
day-to-day struggle we face to keep our services functioning in 
light of dwindling resources and very hlgli federal deficits. 

Since 1976, our center's philosc^hy has been to look outward to 
other ser;ice j^oviders within the U.S. and outside the country. 
We feel diere is very little practical research being conducted in 
d^ design of mental health systems. In order for our small center 
to succeed, we need to lock beyond our bord^. Who: we need 
are practical solutions. 

As part of our center's sabbatical leave program, I chose to visit 
New Zealand and ^plied to lEEIR for a fellowship to study how 
New Zealand was delivering services to the long-term mwitally 
ill. I chose diis country for several important reasons. First, and 
primary is that New Zealand, while having conducted 
deinstitutionalization in die past ten years, was now in a state of 
transitioning services from institutional control to local control. 



The country and its Area Health Boards were given mandates by 
their government to improve community services and to transfer 
to the community the more difficult consumers who were need- 
lessly residing in public hospitals. 

The second reason was that New Zealand shared similarities to 
New England, especially with the northern three states of Maine, 
Vermont and New Hampshire. We have similar populations, 
have large rural areas and have long historical ties to English 
traditions. 

Third, diere is a rich local independent attitude that translates 
somewhat to expectations of being self-reliant Consumers in 
New Zealand and in northern New England share some of the 
same cultural hc^tage. 

Finally, New Zealand has a large Maori peculation, and dius 
would offer the chance to see how western theories of mental 
health are viewed through a different perspective. It would 
challenge how I look to solve certain delivery needs. 

I was especially interested in housing and vocational programs 
and how these services integrated the case management needs of 
their consumers* There is discussion presendy taking place in 
New Zealand as to which service is a higher priority, housing or 
case management, and when to initiate vocational services. 

Anodier interesting element is die strong consumer movement of 
psychiatric survivors and how they have influenced the system 
of care in New Zealand. Continued on next page 
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Mental Health Policies in New Zealand 

While deinsdoitionalization has occuned in New Zealand during 
the past ten years, the national government did not have a clear 
and concise policy that encouraged a more organized and 
effective shift to community services. In a series of studies 
beginningin 1988 under theLabourGovenunent, national reports 
have been completed that discuss the need to shift both resources 
and consumers from institutional settings into local, community- 
based settings. 

Report of the Mental Health Consortium 
The ministers of Health and Social Welfare requested u^u the 
Cabinet's Special Equity Committee establish a Mental Health 
Consortium to find solutions to the problems in establishing 
community programs for long-term mental health consumers. 
The following was thecharge given toihe32-member conunittee: 

1) Establish national policy objectives and priorities within the 
statutory sector for the development of community mental health 
services. 2) Report on the respective roles and responsibilities of 
statutory agencies and how these interface with each other and 



with private/voluntary sector service providers. 3) Identify die 
resources currendy available for people with psychiatric dis- 
abilities and the extent to which these resources can be utilized to 
achieve the developtnent of comprehensive community support 
services. 4) Recommend ways of promoting greater account- 
ability fc^ pcrformance in respect to the roles and responsibilities 
oudined above. 5) Reconunend ways of promoting greater co- 
(»dination of statutory and community agencies to facilitate the 
development of conununity mental healUi services at the local 
and regional levels, in line with any broad national policy 
objectives. 6) Establish criteria for die allocation of community 
mental healdi service development funds, including culuiral 
sensitivity in services, and approve die distribution of funds 
accordingly. 

Cost Effectiveness Versus Cost Efficiency 
As community care proceeds* it is common to find that politicians 
on bodi sides* liberals and conservatives, agree that conununity 
mental healdi care is an appropriatealtemative to hospitalization. 
This unique alliance is due to die fact that liberals see community 
healdi services as cost-effective, and provide better care to the 



Community mental health care has a unique advantage in that in can prove that it is a more ejfecdve, better 

method of caring for consumers, while the lower cost of care and efficient use of tax dollars can be 
documented..,. Therefore, in areas of the United Staus and in other parts of the world, arguments should be 
reframed for the audience who currentfy has the authority to improve community care. But the message of 
effectiveness is important to convey even to those who are interested primarily in cost efficiency. 



mentally ilL Conservatives see community service as cost-effi- 
cient, or the cheapest alternative to cosdy instiuitionalization. 

I found this true in New Zealand, as I did in Italy in 19S3,as well 
as in my experience in New Hampshire. What we can leam from 
this is diat rather than worry during a change in government, 
providers* advocates and consumers need to reform Uieir argu- 
n)ents and supporting data* Community mental healUi care has a 
unique advantage in that it can prove that it is a more effective, 
better method of caring for consumers, while the lower cost of 
care and efficient use of tax dollar can be documented. 

Therefore, in areas of the United States and in odier parts of die 
world, argumenu should be refiramed for the audience who 
currendy has die authority to imfrove community care. But die 
message of effectiveness is important to convey even to diose 
who are interested primarily in cost efficiency. 

Housing Corporation 

During the past Uiree to four years. New Zealand's Housing 
Coiporation had a dramatic effect on the delivery of services and 
the support provided to consumers leaving the institutions. 
While the Housing Coiporation has not had a uniform effect on 
the entire country, many areas have used flexible housing ben- 
efits to add excellent units to die pool of flats available to die 
consumers. 

The Housing Corporation has offered two special services in 
their Community Housing Program* special tenancy and special 



leading. These services allowed area healdi boards or trusts to 
place consumers into supplemental housing units that were eidier 
owned by the Housing CoqKcadon (special tenancy)* or were 
purchased by the trust or area health board through special 
lending. 

The special lending service is an extremely reasonable financing 
airangenient diat requires d» purchasingagent to provide eidier 
a low down paynK^nt (5%) or none at all, and then a low interest 
tate. 

Any trust would identify a consumer's need and request that die 
Housing Corporation obtain a unit The coqxxation would, if 
necessary , acquire a house or flat for the trust If die trust located 
a property and wished to own it, the Housing Coiporation would 
provide die financing. 

Unfortunately, changes have taken place diat eliminate die Hous- 
ing Corporation. Due to New Zealand's financial budget deficit, 
die government decided to take stock of die housing units die 
Coiporadon owns and move die rental rates to market rental 
rates. 

Rakou Ora Trust 

There is a debate in die mental healdi field in New Zealand 
concerning which of die two services, housing or case manage- 
ment, should take priority if funding is restricted. Even diough 
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both aie essential, many public mental health systems have to 
make a choice between the two in their first investment forming 
a community support network. 

The Geography Department of the University of Auckland has 
been researching the effect of the qudity and location of housing 
for the consumers who have been discharged from public insti- 
tutions. They mapped the location of most of the consumers 
through the city. The early results revealed that the location of 
consume substantiates what most mental health systems expe- 
rience - that consumers are generally restricted to lower income 
and often substandard housing. This is due both to the lack of 
resources and a general bias on the part of landlords in better 
quality neighborhoods. 

The Geography Department attempted to compare those con- 
sumers within substandard neighborhoods and those in beUer 
quality locations, and found that rsadmissipn rates to institutions 
WW no different The early conclusions presented by Dr. Robin 
Keams at the first National Faiim on Consumer Centered 
Community Housing held in November 1991, was that housing 
was important, but not as important as the role of the social 
network. This network includes both consumer and professional 
supports. 

One could conclude that case manag^ient is therefore, more 
important than housing. Or one could surmise that substandard 
housing is tolerated more by consumers because of low expecta- 
tions. 

Framework Trust 

Framework Trust is a successful attempt in providing both pre- 
vocational and vocational services to consumers. Framework is 
a non-profit charitable trust that was organized in 1985. It is 
managed by a Board of Trustees that represent providers and 
other professionals in Auckland. Consumers are invited to all 
Trustee meetings, and the Trust surveys theconsumers on all new 
projects. 

They provide service to all districts within the Auckland Area 
Health Board, and services can be grouped into four categories: 

❖ Social/Recreation ❖ Pre- vocational skills development 

❖ Vocational Services ❖ Housing. 

The atmosphere within the centers is similar to the feel of the 
Italian worker-owned cooperative and our own Wyman Way 
Cooperative in Keene. Products or activities are vocational in 
nature. Consumers who attend see it as a work site, and develop 
basic employment skills. 



Framework also has initiated some small industries, with the idea 
of their becomingindq)endentprofitcenters. These groups* such 
as the organic gardeners and the proposed paper recycling 
business, are moving toward the cooperative effort 

Framework 'Trust sees itself as a business that can assist and 
create other small businesses for consumers. Consumers with 
whom I spoke felt very positive and empowered by the Trust's 
work and the leadership of the staff. 

Housing is a new component that was in its early stages during 
my visit The Trust was building three buildings behind its main 
office that will offer five rental apartments and an apartment fcx 
a support person* 

A unique aspect of Framework is that they are attempting to 
isolate the various elements of social/recreation, pre- vocational 
and vocational by sqiarating the facilities. I feel that charitable 
trust's model for organizing the Trust is an appropriate one. 

Several issues that Ftamework Trust is facing are the following: 

❖ The role of consumers, as they become more of the backbone 
of several enterprises, may have to be incorporated into the 
management structure. Consumers will begin to want to share in 
the authority and operation of the business they work in. 
<t Consumer training in the art of management and supervision 
will need to be initiated. This is a vocational need as consumers 
become more successful in their careers. 

An interesting concept is what happens to a cooperative that 
becomes successful and profitable. Does it become fully inde- 
pendent, or does it continue some relationship with Framework 
Trust? 

The trust is amodel that may be very useful to U.S. urban centers, 
where there is more than one community mental health care 
center or provider of services to the long-term mentally ill. 
Having one trust, with the responsibility to assist in the devel- 
opment of a cooperative, could afford a more rapid initiation of 
a cooperative. 

I found many of the basic beliefs that I experienced and under- 
stood in the Italian Work Cooperative and Wyman Way Coop- 
erative existed in Framework Trust, as well. The trust sees its role 
as assisting individuals to gain a sense of self-esteem and con- 
fidence in a warm and supportive environment The trustrespects 
individuals and their unique needs and operates to provide an 
opportunity to acquire skills to work and, ultimately, a job, at 
whatever level a consumer can work. 
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❖ Attitudes and Cultural Biases 



❖ Social Preferences of Maori Children Towards Visible Physical Impairments 
Dennis C Harper, Ph.D., University of Iowa, Department of Pediatrics 



Dr. Dennis Harper ,) at theUniversity of Iowa, has been conducting 
research on children's attitudes toward physical disability in 
Western and non- Western cultures since 1983. He was awarded 
an BEEIR Fellowship and a Visiting Rrofessorship to the Depart- 
mentof Psychology at Massey University in PalmerstownNonh, 
New Zealand, in March < April 1993. 

This research focusing on children's attitudes towards visible 
physical disabilities has beenpart of an ongoing research program 
exploring Western (U.S.) and non-Western views of physical 
disability. The research has emphasized the point that examina- 
tion only of Western cultures may promote the mistake of 
attributing stigmas of particular handicaps to uniquely Western 
influence. The understanding of our own cultural biases and 
stereotypes toward disabilities in the United States is more 
clearly understood by stepping outside our own culture and 
beginning to study disabilities and handicaps comparatively and 
collaboratively. The premise for this study is based upon several 
investigations completed in the United States, Nepal, Antiqua, 
and a project just completed by Drs. Sanchez and Harper in the 
Yucatan, Mexico. These studies have been completed in col- 
laboration with local professionals in each country and have 
interviewed approximately 955 children. Such cross-culoiral 
comparisons have assisted in developing useful strategies for 
teaching about handicap and assist in developing a broader world 
view toward children with physical disabilities. 



The understanding of our own cultural biases 
and stereotypes toward disabilities in the 
United States is more clearly understood by 
stepping outside our own culture and begin' 
ning to study disabilities and handicaps 
comparatively and collaboratively 



The specific purpose of the lEEIR study was to explore the 
attitudes of the indigenous Maori residents toward selected 
physical disabilities. The picture-based Interview technique was 
used as it has been in prev ious suidies through-out the world. The 



project was collaboratively developed with Dr. Robert Gregory, 
a Senior Lecturer in Psychology at Massey University in Palm- 
erstown North, New Zealand. Local professionals (Mason Dune) 
and educators (Deanne Thomas) also collaborated and were the 
key to develq;)ing a inx>ject that was both ethically aiKl culturally 
sensitive. Hie Macxi people are experiencing many social and 
political changes in New Zealarul at present Investigators unfa- 
miliar to New Zealand and the rich history and tradition of the 
Maori carmot easily obtain access to these study issues without 
both collaborators and much pre-planning time. Smdy visits 
require knowledgeable hosts, considerable preplaiining time, 
and the basic requirement to be flexible in redesigning collabo- 
rative studies upon arriving in the host country. 

The study required the employ mentof local interviewers con ver- 
santin Maori language and tradition. Such involvement provided 
invaluable assistance in developing and refining the interviewing 
protocols and obtaining the maximum benefit from the inter- 
viewscftheMaorichildreaOneoftheinterviewei5,an advanced 
psychology student at Massey University, has continued and 
extended this woric as part of an Honors Thesis. The project has 
been focused on interviewing Maori children living in more rural 
areas on North Island, New Zealand. 

During the study-visit, apjH'oximately 135 children were Inler- 
viewed and approximately another 60 children will be inter- 
viewed by June 1993. This level of outcome is possible only 
because of the close collabCMation and mutual development of 
research objectives. The results of the study will be analyzed 
shortly. 

The present study provided a unique insight into Maori children* s 
attitudes toward their peers with physical disabilities at a time of 
much social, political, and economic change in New Zealand. 
The opportunities for collaborative interchange have left an 
indelible mark on my professional and personal attimdes toward 
child-basedrehabilitation. SirK:edisability awareness, iismeaning 
and its impact clearly varies from culture to culture, firsthand 
collaborative studies are instrumental in understanding these 
fundamental issues. 
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❖ Daily Life Experiences of Japanese Adults with Disabilities: An Exploratory Study 

Barbara Wilhite^ ed,D.^ CTRS^ University of Georgia 



The puipose of the was to understand the daily life experiences 
ot a sample of J^atiese adults with disabilities. Answers to four 
primary research questions were sought: What are the typical 
daily life experiences of adults with disabilities? How are daily 
life experiences influenced by disabilities? What formal and 
informal supports are typically utilized? How satisfied are indi- 
viduals with their daily life experiences? 

The domain of daily life is one in which adults may create 
interdependence* achieve productivity, and experience integra- 
tion. Specific activities, locations, and interactions of daily life 
are influenced by national structure, values, beliefs, and by 
policies and altitudes concerning people with disabilities. Indi- 
vidual characteristicsand constraints influence opportunities and 
choices in daily life. And personal meaning is mediated^ if not 
determined, by cultural conditions. 

Cultural knowledge is important in understanding disability- 
related issues. Individuals withoutdisabilities,or living in another 
culture, cannot fully know or appreciate these influences. A 
comparison of J^anese and Western social structure is useful in 
understanding atdmdes towards individuals with disabilities in 
J^anese society. Thesignificanceofindependenceandindividual 
identity i Western society is in contrast to the Japanese emphasis 
on group decisions and conformity. Tremendous variation exists 
among individuals i any society, however, and it is important to 
consider this variation. Therefore, it was necessary to seek out 
and listen to the voices of Japanese with disabilities; to learn 
about their experiences and the meaning they attached to them 
within their culuiial context 

In-depth, focused interviews were conducted with a purposive 
sample of Japanese adults with disabilities. A medical doctor 
served as key facilitator in Wilhite's study. He helped to recruit 
respondents, arranged for interviews and provided translation. 
He contributed corroboratory evidence, shared insights, and 
suggested possible interpretations of responses. Other Japanese 
informants helped to confirm insights and provided additional 
evidence for drawing conclusions. 

Thirteen respondents, ranging in age from 20-72, were inter- 
viewed. Their disabilities ir)cluded such things as spinal cord 

Barbara Willtite^s Postscript: 

During my first study visit to Japan, I felt very much like the 
outsider that I was. The key infarmant warned me that respon- 
dents may not answer all questions, especially the ones he 
considered ''personal". In my initial conclusions I stressed the 
difficulty of filing oneself from individual and cultural influ- 
ences, and interpreting the Japanese way. 

In August 1993 1 returned to Japan and interviewed 1 1 of the 13 
people with disabilities I had interviewed before. The opportu- 
nity to conduct follow-up interviews clarified and confirmed 
initial conclusions, and provided further insight into the daily 
lives of these individuals. Respondents told me that they were 
initially hesitant to answer my questions . ''We had never been 



injury, poUo, amputation* and arthritis. Self-perceived health 
status ranged from excellent to poor. Sue of the respondents 
worked full- or pan-time. Others were housewives, retired or 
unemployed. 

Most respondents kept an active, routinized daily schedule. Each 
respondent received formal and/or informal assistance. Percep- 
tions regarding the adequacy of this assistance varied. Respon- 
dents were generally satisfied with daily life and expressed 
enjoyment gained from simple pleasures. Respondents reported 
thatperceivcd or real Umitsimposed by their disability contributed 
to feelings of boredom* loneliness, and osti^ism. 

Major themes emerging from the data included consistency in 
daily life, dependency, belonging, and marginality. Consistency 
in daily life provided respondents with a sense of security and 
control, yet did not insure personal choice or freedom. It often 
represented imposed restrictions or limits. Respondents were 
dependent, to varying degrees, on assistance form the family, 
friends, the conununity , and the government A desire for more 
independence was strongly voiced. Dependency without reci- 
procity diminished respondent's freedom to voice their opinions. 
The importance of belonging and the fear of ostracism or social 
disapproval emergedasaprominenttheme.Lonelinessexpressed 
by some respondents was a result of their anxiety about "being 
left out" Belonging was afforded through employment, affilia- 
tion, with the social welfare centers, and through meetings and 
social events involving peq)le with disabilities. No other factor 
seemed to negatively influence the daily lives of respondents 
more than their perception of marginality, not completely an 
outsider, but not completely acceptcdPindings pointed to pos- 
sible similarities and differences in the experiences of Japanese 
and Americans with disabilities. Japanese respondents were 
more concerned that the researcher understood the essence of 
their daily lives, however, and did not appear compelled lo 
illustrate similarities or differences with others. It was apparent 
that the respondents wanted to talk about their individual situa- 
tions; that they appreciated an audience, someone to listen. 
Respondents were thoughtful, reflective, and candid during the 
interview . They spoke with confidence, animation, and sincerity. 
At times respondents werequite serious, and at other times, they 
smiled and laughed easily. 



asked such questions before." They felt I was genuine, however, 
and thus spoke openly. To my surprise, the respondents stated 
that had I been Japanese, they would not have felt as free to share 
their thoughts and feelings. "It is not within our cultore to pay 
attention to ourselves." Because they perceived me as sincere, 
and because I was "not within their culture,** they responded 
candidly. 

As I reconsider the theme of marginality, we shared more in 
common thai originally felt In this sense, "beingan outsider** had 
advantages. The personal and professional value of conducting 
follow-up studies was clear. 
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❖ The Effects of Privatization on the Delivery of Mental Health Services in Israel 
Marvin S. Kivitz, Ph.D., Intemationai Association of Jemsh Vocational Services, Philadelphia 



Much of the notoriety in the field of mental retardation in the 
United States over the past twenty years involved State operated 
facilities such as Pennhurst, Willow Brooke Partlow. etc., where 
the state was the monitoring agency as well as the provider of 
direct care. Since 1980, Israel has been conducting an exciting 
experiment in privatization of State (grated mental retardation 
facilities and services. A study of those activities was c(xiducted 
to evaluate the effectiveness of transferring responsibilities from 
state to private non-profit organizations. Structured interviews 
were conducted with governmental officials, providers of ser- 
vices, recipients of the service and their families and advocacy 
groups such as AKIM (The Association for Retarded Citizens), 
in order to gain an understanding of perceived need for change, 
the process that was undertaken to bring about privatization, the 
obstacles that had to be overcome to transferresponsibility for the 
state to private providers, the effects of the changes in quality and 
comprehensiveness of service, the advantages and disadvantages 
of the two systems, etc. 

The respondents unanimously reported that they felt that 
privatization was a process that was necessary and desirable. 
Almost all felt that privatization was justbeginningand would be 
greatly expanded in the future. Most respondents felt that the 
private non-profit agencies in the future would provide most of 
the services for mentally retarded persons. All felt that the 
government should stq) providing direct care; however, the 
government should be responsible for funding services and 
assuring the adequacy of such services. A few fell that the 
government should continue to be involved in the provision of 
direct care to the extent that they could provide emergency care 
and services for those individuals "unacceptable" to i^ivate 
agencies. Most pe<^le contended that ^ strong system of advo- 
cacy was required. 

Almost unanimously it was felt that the private providers offered 



a better quality of service, had an easier time initiating new 
programs and establishing new services. Almost all felt that the 
private non-profit agencies were most cost effective but not 
necessarily the cheapest There were some respondents who felt 
that state operated or private for profit agencies might be che^r 
because of minimal or reduced services to the client and the 
family. The statement that '^private non-profit agencies are not 
necessarily (or should not be that much cheaper) but should use 
funds to provide a better quality of servdce" refiects the most 
C(xi$istent attitude. The most consistent belief expressed in the 
interviews was that privatization of human services in Israel 
should and will be pursued with vigor. 

Respondents envisioned and recommended a system of services 
where quality of comprehensive care would be assured and 
funded by the government; based on standards establishedby the 
government in consort with professionals, providers of service, 
consumers and advocates; where the services would be provided 
by private ncxi-profit or for profit agencies; licensed and in- 
spected by the government; where advocacy groups would 
C(xitinually seek strong national and local policies to make 
certain all clients and families were served and that the system 
was funcdoning appropriately. 

Since the privatization process began with services for individu- 
als with mental retardation, privatization has occurred in facili- 
ties serving the elderly, mentally handicapped, juvenile offend- 
ers and in other human service agencies. Since the publication of 
this report, other American agencies have become involved in 
providing private services in Israel or are in the process of 
exploring the possibilities. Results of this study have implica- 
tions for public policy and planning in the United States as well 
as countries of Eastern Europe and the former Russian republics 
that are moving fit>m a socialist system toward social systems 
invohing privatization philosophies. 



❖ Services for Disabled Children and Youth: Special Reference to Developmental 
Disabilities Helen M. Wallace, MD, MPH, San Diego State University, San Diego, California 



Helen M. Wallace, MD, MPH had a study-visit to India 
inNovember-December 1991 to observe and consult on services 
fordisabled children and youth, with special reference to the 
mentally retarded. My counieipart was Professor Prema Bali, 
Professor of Community Medicine, All India Institute of Medical 
Sciences, New Delhi. Professor Bali and her husband, a promi- 
nent architect, were the parents of a 23-year old daughter with 
mongolism. Professor Bali was the first President of the Parents 
Association (Association For The Welfare of Mentally Handi- 
capped Children). 

Overview of Visit 

During the time in India, the following types of activities oc- 
curred: 

1. Visits to observe programs for the mentally retarded schools 



vocational services school and educational/training program in 
Hyderabad 

2. Conference with members of the Board of Directors of the 
Parents Association (Association For The Welfare of Mentally 
Handicapped Children) 

3. Appearance on a public radio program 

4. Attendance at a public meeting of the Parents Association 

5. visit to a mral area near New Delhi as tl)e site of a possible pilot 
community-based program for disabled children and their fami- 
lies 

6. Development of the plan for the pilot community based 
program for disabled children and their families 

7. Conferences with representatives of major agencies-i.e. 
UNICEF in New Delhi Ministry of Social Welfare in New Delhi 
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program for disabled children and their families 

7» Conferences with representatives of major agencies-ix., 

UNICEF Ministry of Social Welfare in New Delhi 

Subsequent Follow-up Activities 

Following the s6idy visit to New Delhi, Professor Wallace has 
been engaged in two types of follow-up activities: 

1. Arrangements for Professor Bali to present papers at the 
Annual Meeting of the American Public Health Association in 
Washington, DC (1992 and 1993) and of the American School 
Health Association (1992) 



2. Extensive efforts to raise funds in the USA for the pibt 
program in India. At the same time. Professor Bali has been 
active in efforts to raise funds in India to support the pilot project 
Professor Bali will also make a presentation at the Annual 
Meeting of the APHA in San Francisco in October 1993. 

Unfinished Business 

h To raise funds to support the development of the pilot project 
in India 

2* To raise funds for a 3-month study tour for Professor Bali to 
visit and study the spectrum of services for disabled children, 
youth, and their families in one or more conrnmnities of the US. 



❖ Creating Desirable Futures in the U.S. and Australia 

Jeffery Strulley, Executive Director^ Jay Nolan Community Services^ Valencia^ CA 



My wife and I are parents of three young people with develop- 
mental disabilities. We have worked for the past thttteen years 
developing fully inclusive communities that try and celebrate 
diversity by welcoming our children into the fabric of conunu- 
nity life. This has included full inclusion in our schools, a strong 
circle of friends, integrated paid employment and living in your 
own home with ^propriate supports. It means having a desirable 
future filled with rich and exciting experiences. 

In May, 1992 1 was provided an lEEIR fellowship to travel to 
Australia and meet with families throughout New South Wales 
and Queensland During my five week visit, I had the opportunity 
to meet hundreds of families who were struggling to find the 
supports that they needed in order to have their children have a 
decent life in the community. I stayed with families for most of 
my visit listening to their stories and hearing them voice their 
concerns, feelings, and frustrations. They were concerned about 
the lack of resources and lack of integrated opportunities. They 
were worried about the future for their children. 



The bottom line is what do families 
do when things are not working for their son or 

daughter? How do they deal with the 
discrepancy between what they want for their 
children and what is provided? How do 
you live with that tension? 



I went to Australia to learn what families were hoping for. I came 
away with an tmderstanding that the struggles and experiences 
for families in Australia as well as in the United States are very 
similar. I learned that families felt disempo wered and angry with 
the way the human service system has or has not met their needs. 
I learned that families wanted more than what was happening for 
their children. Families wanted the good life for their children, 
but govenunental policies, funding, regulations, and human 
service decisions did not support these dreams in many cases. 

Families who had children with more significant challenges were 
less likely to receive what they needed as compared to people 
with less challenging needs. The similarity between families in 
both countries was remarkable. What policy makers and human 



service managers told families and their experiences were very, 
very similar. Though there werelots of similarities, there were 
also differences. 

What was different was the role that culture played in the lives of 
the families. Families in the United States, for the most part, are 
willing to take individual xtion to impact change. This does not 
mean that all families in the States are willing to take on the 
system either legally,politicallyorotherwise.However,there are 
many examples in theUnited States where families have stood up 
and said NO! I want something better for my child. This behavior 
does notseem to exist in Australia. In Australia, individual action 
is not viewed as an acceptable means to make positive change. 
There is a need for collective action which will help lots of 
people. Many families in Australia could not relate to the indi- 
vidualism that exists within the United States to cause positive 
change. This difference is significant in many ways. The bottom 
line is what do families do when things are not working for their 
son or daughter? How do they deal with the discrepancy between 
what they want for their children and what is provided? How do 
you live with that tension? 

The quality of services in the United States and Australia is 
similar. For the most part, segregated programs are the prevalent 
model in both of our countries. However, there were isolated 
pockets of excellent integrated c^portunities in Australia. Though 
these pockets, for the most part, did not accept people with high 
support needs they were headed in the "right direction" for folks 
with lower support needs. In the States the same is basically true, 
however there are more places where people with very high 
support needs are being ^ly included tlian what was seen in 
Australia. 

The real lesson that was learned, at least from what I can tell, is 
that families want the same stuff for their children. They want a 
better life and they are frustrated that their children are not 
receiving what is needed for a good life. How to make this change 
may differ, but the desire for something better is very similar. 
Families from both countries do want a desirable future for their 
children. What it looks like and how to get it differs. Families 
have dreams about a better future and a more inclusive commu- 
nity. The role of human service managers and workers is to stand 
with families to make this happen. Both of our countries should 
learn to listen to what families and people with disabilities want 
and desire a little more. 
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An Interim Report, Continued, from page 5 



"The lUawarra Regional Health Service is divided into a number 
of facilities including local hospitals and community programs. 
To date, I have visited several sites. The main inpatient and 
outpatient rehabilitation units are housed at The Port Kembla 
Hospital located in the town of Warrangong. This is where I have 
traveled most mornings and have spent the majority of my time 
thus far. 

My first week was devoted entirely to the hospital conmiunity 
and familiarizing myself with the rehabilitation program. I have 
attended case and family conferences, had meetings with psy- 
chologists and other staff members, participated in walk rounds 
with attending physicians and attended all team meetings. After 
attending walk roimds, physicians have often asked me my 
opinion of various cases. On the second day after my arrival, I 
served asaguestdiscussant when therehabilitationteampresented 
a difficult case of a young man with chronic pain. 



Meeting with people with disabilities here in 

Australia has helped me to realize the 
similarities among people regardless of race 
and culture. As in the United States^ each were 
struggling with the sudden changes in life style 

and dealing with the grief that often 
accompanies the onset of traumatic disability. 



In addition, I have sat in on the individual and group psycho- 
ther^y sessions conducted by the staff psychologists and had 
ample time to discuss cases with the therapists after each session. 
Probably the most exciting part of my first week was the hours 
thati have personally spentwithdisabledpatients doing individual 
and coi^les thers^y on therehabilitation uniL This rare opportu- 
nity has given me the chance to interview patients about life with 
a disability in Australia and to better understand the adjustment 
process thatihey have undergone in the months since their injury . 
In total, I have interviewed over a dozen patients during my first 
week as well as several family members who have significant 
others in the uniL 

"Meeting with people with disabilities here in Australia has 
helped me to realize the similarities among people regardless of 
race and culture. As in the United States, each were struggling 
with the sudden changes in life style and dealing with the gri^ 
that often accompanies the onset of traumatic disability. It 
amazed me that people who are half a world away would be 
struggling with issues of dependence, marital role changes, being 
aburden and abandonment by friends and family. It has been one 
of the main inspirations of my trip thus far. 

"Using my clinical skills in Australia, and earlier this year in 
India, has also greatly added to my self-confidence and positive 
feelings of self-wortli as a therapist I have been pleased that I 



have been able to develop a ther^}eutic alliance with patients and 
that patients have perceived me as being empathic, sincere and 
caring. This validation of my clinical work will certainly cany 
over to work back home and will strengthen my teaching and 
professional work. 

**During the second v eek of my fellowship, the emphasis has 
changed considerably. Instead of obsendng the rehabilitation 
process, it is now my turn to gjve back and to provide staff 
education. Monday morning began with me attending the Illa- 
warra Regional Health service psychology staff meeting. There, 
I iwresenteda three hour workshop, to the nine staff psychologists, 
on the role of rdiabilitation psychologist in the United States. 
Interestingly enough, there was great interest in the national 
health insurance issue in America. Australianpsychologists were 
very concemedhow managed careandcasemanagementsy stems 
were affecting the practice of rehabilitation psychologists in the 
United States. Monday afternoon, I traveled to the University of 
WoUongong, one of the joint sponsors of my study-visit, where 
I delivered two lectures. One, on spinal cord injury was given to 
the Department of Psychology, while the second, focused on 
epidemiological issues was given to theSchool of Public Health. 

"On Tuesday, I presented at the hospital's grand rounds on the 
topic of spinal cord injury. I also attended another case confer- 
ence and again served as adiscussant on acase presentation. The 
remainder of my week was spent visiting community agencies 
and independent living programs in the area. I have visited The 
Headway Program, for people with head injuries. The Disabled 
Peoples Housing Trust, an independentlivingprogram as well as 
the Australian Quadriplegic Association which serves as an 
advocacy andpeercounseling program for the spinal cordinjured 
people of this area. Also, I have spent time at the Taraquad** 
House, Department of Conununity Services and visited several 
group homes. In^ addition, 1 have visited a nimiber of smalls 
hospitals who have community outreach programs. These have 
included the Berry Hospital, Port Kembla Hospital and the 
Kiama Hospital. Also, I have provided aconsultation on psychi- 
atric rehabilitation at the WoUongong Psychotherapy Center 
which had heard that I was in the area. 

As this week concludes, I will move my "base of operations" to 
the Sydney area where approximately two weeks has been 
organized. I will be visiting the two dedicated spinal cord injury 
centers in Sydney, spending a day at each. In addition, 1 will be 
visiting the independent living programs in Sydney with further 
hopes of imderstanding how they interact with the Sydney 
medical community. On Thursday April 8, 1993, I will be 
presenting grand rounds on Sexuality and Disability at the Royal 
Sydney Rehabilitation Hospital. 

"At this point, I will conclude my interim report and wiU be 
sending in my fmal Kspon within 60 days of my return. Needless 
to say, my study visit thus far has been a wonderful and enriching 
experience. This opportui\ity, has given me a new vitality and 
energy for my work and I look forward to communicating my 
experience to my students and colleagues back in the United 
States.,," 
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Published Previously in a Special Issue of Interchange 

November - December 1991, The Potential For US. - Asia Collaboration: Two Examples 



❖ Developing Mutual Understanding Between Western and Non-Westem Cultures 
Through Collaborative Research 

Judy Kuglemass & Kusdwiartri Setiono 



During the summer of 1989, through the support of a fellowship 
&om the World Rehabilitation Fund, Dr. Judy Kugelmass inves- 
tigated the relationship that exists between culture and family 
adaptation to disability in Bandung, Indonesia. Through in- 
depth interviews of fourteen families with children identified as 
^'mentally handicapped" and participant observation in their 
homes, schools, and communities, this project hoped to inform 
rehabilitation practitioners about the significance of cultural 
considerations when working with children and families in the 
United States. 

As is often the case in qualitative/ethnographic research, particu- 
larly when an investigator enters a society quite different from 
herown,this researcher learned agood deal more than that which 
was anticipated. Of particular signiHcance were the implications 
that emerged for applied researchers in rehabilitation or other 
human service endeavors in economically underdeveloped, non- 
western societies. 

The fmdingsof Dr. Kugelmass* repon to the World Reliabilitation 
Fund focused on the existence of an indigenous system of caring 
that provided chUdren with environments that maximized their 
functioning while providing support to their families. Although 
the formal educational and medical systems provided many 
services to the families interviewed, these were not perceived by 
parents as psychologically supportive. Instead, emotional as 
well as material support came primarily from extended family 
and local community networks and a belief system that focused 
on the importance of acceptance and patience that comes out of 
the religious beliefs and culture found in western Java. Although 
it was clear that the fainilies interviewed were not representative 
of all Indonesian families or even of all families in Bandung that 
had children identified as ** mentally handicapped,*" their ability 
to adapt ^successfully was seen as a function of their reliance on 
both formal and informal support systems. 

These families did not, however recognize the significance of 
their religious and cultural traditions in their adaptations to their 
child. Parents and professionals consistentiy articulated their 
need for Western institutions and technology in order to more 
adequately meet the needs of their children. There was no 
apparentrecognition that the most effective teaching and parenting 
strategies mirrored culturally appropriate interactions and the 
spiritual beliefs on which they were based. Dr. Kugelmass 
concluded that this lack of awareness was limiting opportunities 
for optimal and inexpensive treatment and education within the 
existing cultural context The reliance on technological solutions 
to human problems that characterizes Western medicine and the 
looking towards the West for solutions by economically under- 
developed countries was pointed to as one source of tiiis dilemma. 
The report advised American and Indonesian professionals to 
adopt an ecological framework in order to discover the strengths 



and sources of support that exist within their own societies, 
communities, arxl families when developing service plans for 
children with disabilities. 

The dichotomy that exists in the attitudes many Indonesians hold 
towards Western versus traditional values and institutions must 
be considered when offering interpretations to applied research 
aiKl in offering suggestions for service-delivery models. 

Dr. Kusdwiartri Setiono, Professor of Developmental Psychol- 
ogy and Dean of the Faculty of Psychology at the Padjadjaran 
University was a primary collaborator for this project Although 
both Dr. Kugelmass and Dr. S etiono met ftequenUy in Indonesia, 
it wa^ only through) subsequent consultation and shared reflec- 
tions in preparation for the presentationatthenational conference 
of the ""Society for Disability Studies" in Oakland, California in 
July, 1991 that both researchers came to a deeper understanding 
of the implications of these findings. Dr. Setiono was apprecia- 
tive of the insights that Dr. Kugelmass' research offered into 
developing culturally appropriate and affordable special educa- 
tion and rehabilitation services in Indonesia. However, she felt 
that theconclusions of the research did not take other realities that 
exist in her country into account. 

There was no disagreement that a philosc^hy of life basic to 
Indonesia is one of acceptance, demonstrated in the patience and 
warmth that characterizes the interactions between parents and 
children. Certainly, the social and emotional development of 
most children is enhanced tiuough this kind of care. However, as 
Dr. Setiono pointed out, acceptance is not a wholly positive 
characteristic, either for Indonesian society oi^ for children with 
disabilities. The religious origins of this philosophy are rooted in 
the belief that acceptance is a demonstration of faith that all 
reality comes from God and is to be faced with patience and 
understanding. It is also a belief system reinforced by the long 
colonial history of Indonesia. 

Dr. Setiono believes that in order to achieve economic progress, 
Indonesians need to modify their belief system and become more 
active in shaping their own destiny. Similarly, acceptance can 
have a negative aspect when exaggerated by parents of children 
with or without disabilities. Examples of negative demonstra- 
tions of acceptance cited by Dr. Setiono and observed by Dr. 
Kugelmass in Indonesian parents of children with disabilities 
include giving the child whatever he or she wants; not limiting 
behavioral excesses; failing to systematically instruct the child in 
new behaviors or skills; not seeking outside, professional assis- 
tance. 

Although tiie parents in Dr. Kugelmass* study representeda wide 
range of social class and educational backgrounds, none were 

Continued on next page 
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from among the poorest in Indonesian society, and all had some 
degree of education. All the parents interviewed had sought help 
for their child from both ^'traditional,** i.e., indigenous, aiKi 
modem, i.e., Wesiem based, services. Dr. Setiono believes that 
thisdemonstrated the importanceof and possibility formodifica- 
tion of the philosophy of SKxeptance tc include seeking help fot 
your situation from those that exist around you. Such modification 
has come about through education and parents* understanding of 
the nature of disability. Among less educated people, particularly 
those in rural areas with limited access to outside information, the 
response to having achild with a disability is often quitedifferent 
Frequentiy, one of two extremes are seen: 1. TTie child is 
perceived as evidence of God*s blessing and is responded to by 
treating the child as an honorableor saintly person. 2. The child's 
existence or disability is denied and he/she is kept hidden from 
extended family, friends, and neighbors, or unrealistic expecta- 
tions/demands are placed on the child 

Another aspect of the research findings expanded upon through 
collaboration was the nature of the role of professionals in 
providing services to families with disabled children. Certainly 
there will never be enough doctors, psychologists, therapists,and 
teachers tomeetall the needs of families in either Indonesiaorthe 
UnitedStates. Many Western countries are addressingthis reality 
through a movement toward treaonent teams that include paia- 
professionals and parents. Self-help groups and the empowerment 
of ''consumers" is another aspect of that movement Although 
such an approach spears to be one that would meet many of the 
needs of a country such as Indonesia, the roles assigned to 
professionals and others in perceived positions of authority as 
well as the social class distinctions that cunnently exist present 
substantial barriers to providing services in this way. Although 
indigenous support systems exist at all levels of Indonesian 
society, unless there is aperson or people in position of authority 
perceivedas**in-charge*' <x "honoiable," the information received 
and the advice given are not valued. Therefore, if a team approach 
or the use of informal systems are initiated, particularly in rural 
areas and among poorly educated people, a person with perceived 
authority must not only be in charge, but may need to offer the 
information direcdy to parents if it is to be perceived as true and 
therefore worthy of consideration.Althou^ indigenous support 
systems exist at all levels of Indonesian society, unless there is a 
person or people in position of authority perceivedas**in charge" 
or"honorable," the informadon received and ihe advice given are 
not valued. 

Physicians and other rehabilitadon professionals must therefore 
identify and collaborate with individuals perceived as holding 
positions of authority within traditional communities. Auempts 
at developing collaborations between physicians and "dukuns," 
i.e., the traditional healers that are respected and consulted by 
Indonesians from all levels of society, are being initiated. How- 
ever, in spite of die fact that all Indonesians, including physicians, 
consult dttkuns on personal healdi and spiritual mauers, Uiere 
ai^)eared to be a resistance to public acknowledgement of this 



relationship among many of the professionals interviewed in 
Bandung. The resistance to open collaboration with dukuns can 
also be seen as reflecting the ambivalent attitude towards indig- 
enous practices that comes from a colonial history. Although it 
seems paradoxical that a colonial past would limit Indonesians* 
willingness to become involved with traditional Indonesian 
practices, itisoneof many examples of the love-hate relationship 
that exists between Western ideas and traditional Indonesian 
society. Although Western goods, services, and technologies 
represent the colonial past to some, they also offer the promise of 
technological and economic development 

Hie response to Western versus traditional ideas and practices 
varies throughout die country, and depends a good deal upon the 
edinic history of the Indonesian people in question and their 
social class. Upper-class and professional Javanese andS udanese 
people, as represented in Bandung, although proudly Indonesian 
and devotedly Islamic, have cither been educated and trained in 
Europe, or received education and training in Indonesia based on 
a European model. Ethnic groups from oth^ islands in die 
Indonesian archipelago are less connected culturally with the 
West, and so are less reluctant to identify diemselves with non- 
Western traditions and institutions, such as the use of traditional 
medicine. These differences, and the dichotomy diat exists in the 
attitudes many Indonesians hold towards Westwn versus tradi- 
tional values and institutions must be considered when offering 
interpretations to applied research and in offering suggestions for 
service-delivery models. 

In Conclusion 

These expanded interpretations of the data from Dr. Kugelmass* 
study came about through the in-depth collaboration that occured 
between herself and Dr. Setiono. These modifications have 
certainly added to our understanding of what will be necessary in 
thedevelopmentof services for children and families in Indonesia. 
Its significance also lies in the recognition of the importance of 
working collaboratively with a well-informed, local researcher 
such as Dr. Setiono, when conducting research in cultures other 
than one*s own. This would be true between cultures as disparate 
as the United States and Indonesia, or widiin a sub-cultuial group 
within one*s own country*The collaborative relationship is more 
than the key infoimantyresearcher relationship typically seen in 
edinographic research. RaUier, an ideal collaboration exists when 
two researchers interested in exploring similar issues work 
togedier, both bringing research and content area expertise to the 
work, each intimately familiar with her own culture, and knowl- 
edgeable enough of her partner's culture so that each is aware of 
the biases the other may bring. Hie collaboration should include 
research design and implementation, as well as the interpreta- 
tions and implications of the results. Most importantiy, the 
collaborative relationship must be characterized by trust and 
mutual respect for the perspectives of the other. The mutual 
understanding that resulls will benefit boUi the researchers and 
their respective societies. 
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❖ Life Span Housing in Japan Paul h Crayson, m. Arch., aia 
Environments for Living, Winchester, MA 



Beyond providing an opportunity to evaluate the design effec- 
tiveness of Japan's housing program for people with disabilities 
and to maintain a continuing relationship with colleagues in 
Japan, my lEEIR fellowship was mostinstnimental in solidifying 
my research into the benefits of universal design. 

Seeing examples of Japanese manufactured "'life span"* housing 
that is accessible and supportive of persons with disabilities in an 
inclusive from the start, not additive after the fact manner, was 



a revelation* It convinced me that on a macro scale, universally 
designed environments are both realizable and affordable for the 
US maricet Ultimately, universal design is the most efficient way 
of approaching the problems of accessibility. 

It is gratifying that such legislation as the Americans with 
Disabilities Act and the Fair Housing Amendments Act have 
been enacted providing the right climate for my personal mission 
of promoting the concept of universal design to benefit all 



James L Charlton, continued from page 22 

Many people with disabilities have long sought out the common 
experiences of each other to enhance their own ability to contribute 
to the successful organization and development of the commu- 
nity. This is especially true in places and countries in great flux 
where social change is happening on a grand scale, where 
empowerment and innovative strategies are necessary to survive. 

Charlton makes two major observations. First, to understand 
anything about disability as a social strata or the disability rights 
movement (or any other movement or social strata for that 
matter), one must have scHne understanding of the political 



economy that group or movement is operating within . That is, 
what are the political, social/cultural and economic barriers to 
social progress. Secondly the disability rights movement is an 
anti-systemic movement that is confronting the realpolitik of 
Zimbabwe. That in some ways it is possibly the most influential 
and organized of these movements in Zimbabwe today. Charlton 
believes that the disability rights movement is one of many 
movements where new attitudes and world views are being 
created through their struggle and vision that require fundamental 
structural changes in everyday life. 
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The International Exchange of Experts and 
Information in Rehabilitaiton 

❖ Fifteen Years of an International Program 

Sponsored by the National Institute on Disability and Rehabilitation Research 



• The Survey Quesdons 

• Fellowship FolloW'-up Survey Summary 

• Sample Responses to the Survey 



In this section the reader will find many of the responses to the survey questions. In 
order to organize the material, the sample responses to the survey questions are 
grouped under these headings: Application Process, Impact on Professional Life, 
Outcomes and Benefits ( to the field), Other lEEIR Benefits, International Networks 
We have not included responses to ail questions. We have included a substantial 
number of responses to several areas we felt would be of interest. 
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❖ The Questions 



lEEIR Fellows' Follow-Up Survey (1 993) 



h When and how did you hear about the lEEIR? 

2. What inspired you to go through the process of completing an 
lEEIR application^ and when did you do it? 

3, Please indicate and comment on the extent the experience of the fellowship has influenced your proles^ 
sional life: quite a lot^ in some major ways^ somewhat^ minimally or not at all 

4. Please explain how the experience of the fellowship has altered/influenced your 
professional life. (Please specify which areas: policy, curriculum development, program 
development, technology, practice, administration) 

.5. What would you say are the two most important outcomes of your lEEIR international visit? 

6. Do you anticipate any future outcomes? If so, please describe. 

7. Were there any major disappointments? If so, what were they? 
(Please take into consideration the fellowship itself and dissemination.) 

- ' 8. Please comment on the overall benefits of overseas sho^Aerm visits. 

9. What international experience had you had prior to the lEEIR Fellowship? Please indicate which apply: 
(1) travelling, (2) living abroad, (3) professional experience (hosting and/or visiting). 

10. Please describe any international experience you have had after the lEElR fellowship? 

1 1. Have any of the lEElR monographs, fellowship reports or other publications have useful to you in your 

career? Please explain briefly which ones and how you have used them? 

12. How do you stay current on international advances in your field? Please indicate whether you are part 

of an informal network or formal network of experts in your field. 

13. One of the uses of the lEElR is thinking about making of this study is to make recommendations for a 
network of international resources for the mutual benefit of U.S. and foreign disability specialists. Some 
ideas include a loose-leaf directory of resources abroad and an electronic mail network, (a) In your view, 
would a formalized network be beneficial? To whom and how? (b) What role do you see yourself playing in 

an international network of experts in the disability field? 
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❖ lEElR Fellowship Follow-up Survey Findings^ 
1978 to the Present: A Summary susan Frankei ph.o. 



Introduction 

During February, 1993 , a survey was mailed lo 1 35 International 
Exchange of Experts and Information in Rehabilitation (lEEIR) 
fellowship participants to assess outcomes of the program and to 
make recommendations for the future direction of the lEEIR 
program. Sixty participants responded to our *follow-up' survey. 
Respondents covered the life span of the program, from 1978 to 
the present. 

Findings 

The findings are summarized in three sections: professional 
profile of participants, professional outcomes of experiences, 
and professional international resources. 

Professional Profile of Participants 

Table 1 summarizes key professional background information of 
the survey respondents. In tems of professional affiliation, 62% 
were associated with a university, 15% with a non-government 
organization, 8% with a hospital, and 7% with a state agency. 
Sincr. so many of the respondents were associated with a univer- 
sity , it follows that nearly half of the sample mentioned education 
as the professional area in which they were involved. Other 
professional areas represented by the sample included 19% in 
administration, 15% in practice, and 20% in research or policy- 
making. 

Fellowship participants heard about the program, through a 
varietyofmeans with friends and colleagues as themost frequently 
mentioned source. Fsfty-eight percent of the respondents heard 
about the lEEIR program from friends and colleagues, and 29% 
knew about the program through publications. When asked what 
inspired them to complete the lEEIR application, 36% reported 
academic interest, and 15% said travelling abroad. 

I was very interested in seeing Conductive Education actually 
practiced in Asia and Australia. 

I was seeking intematioiial models to better understand how 
to develop home care for persons with severe physical dis- 
abilities in the United States. 

The idea was to see the influence of the environment and 
culture on the disabled. 



Nearly all the participants had international experience prior to 
their fellowship. Sixty-three percent had professional experience 
(such as hosting foreign visitors or visiting), and 31% had 
travelled abroad. Eighty-six percent of the survey respondents 
had intcmationaJ experience after their fellowship visit The 
types of Internationa] experience included conference presenta- 
tions (28%) , professional consultation (22%), general travel or as 
a host (20%), and further research (14%). 



I have been invited again by the Citizen Ambassador Program 
to lead a delegation about childhood disability, tliis time to 
Russia, Czechoslovakia and Hungry. 

Since the fellowship I have been a presenter at each of the 
International Congresses for Hard of Hearing, have travelled 
internationally and have hosted many foreign visitors. 

Professional Outcomes of Fellowship Experience 

The concepts I gleaned ha\fe been shared nationally. My 
horizons have expanded considerably. My agency is reaping 
the benefits through increased international recognition. 

Table 2 summarizes the professional outccnnes of the survey 
respondents. Sixty percent of the respondents indicated that the 
experience influenced their professional life somewhat One 
third reported that the influence was considerable. 

In some major ways. The research has allowed me to take a 
better perspective of culniral variables in assessing what is 
often bought to be neuropsychological syndromes. 

The experience has had a msuor influence on my professional 
Hfc. 

When asked to comment on the extent of the experience of the 
fellowship, almost half of the respondents indicated that the 
experience had given them a broader perspective, 22% reported 
continued professional collaboration^ and 29% indicated profes- 
sional advance and/or expanded knowledge. Over 40% of the 
respondents reported that the majorprofessional influence was in 
the practice of their professicm, 22% reported changes in cur- 
riculum development, and 16% indicated program development 
changes. 

lEEIR has had a significant impact on my professional work 
in the areas of program development, policy and practice. 

The fellowship has led to a major and unique oppornmity : to 
develop a program for and at the World Health Organization 
(WHO) in Geneva. The "Inidative of Support to People 
Disabled by Mental Dlness*^ is now a part of the official 
program of work of the Division of Mental Health. 

When asked about the most important consequences of the lEEIR 
visit, the following outcomes were mentioned: collaboration 
(60%), awareness of socio-cultural difference (38%), change in 
professional outlook (18%), and professional opportmiities and 
advancement (30%). 

This professional experience led to the current position I hold. 

During this visit, I was also able to work with the host 
institutes to design tests for young hearing-impaired children, 
and to test six of the first young children with cochlear 
implants. 
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The first imporUnt outcome is an ongoing interest and com- 
mitment to woiking in Latin Americi ind an increased rec- 
ognition of how much other services within the United States 
can benefit from openness to learning best practices fzom 
another area. 

My ability to see how good international program ideas can be 
adapted to different national funding systems and philoso- 
phies. 

One of the unique features of the lEEIR fellowship is the short- 
term, intensive nature of the experience. When asJced about the 
benefits of overseas short-term visits, 39% indicated general 
enrichment, 22% stated that the time £rame was aptropriate, and 
13% expressed lasting contacts. Examples of *Other' responses 
iiicluded: 

When well planned, and with apian to integrate the experience 
with future endeavors, the benefit is great 

In order tobenefitfirom ashort term visit to another culture, the 
visitor must either be familiar with the culture or be v^ry 
focused in the questions he/she asks. 

Professions^ International Resources 

Table 3 sununarizes information about international resources 
and the professional utilization of lEEER publications. When 
asked how participants stay current on international advances in 
their field, publications (56%) were mentioned as the most 
frequent source» followed by professional memberships and 
affiliations (19%), 9ontacts(17%), and meetings or conferences 
(4%). Over 50% of the survey participants stated that they w^e 
part of a professional networic. When asked about the type of 
network in which they participated, 50% indicated that it was an 
informal network. 

Over 80% of the respondents stated that lEEIR publications have 
been valuable in their career. Thirty-nine percent of the sample 
used the publications forreference,26% forgeneralinteresi,23% 
used the materials in teaching, and 10% stated that they circulate 
lEBIR publications. 

I believe lEEIR monographs are pacc-semng and have used 
them extensively in my teaching. 

Many lEEIR monogr^hs provided background information 
and helped to structure my project in Israel. I also use the 
monogr;q)hs to provide information concerning aging, em- 
ployment, residentialcare, cultural diversity related to services 
for disabled individuals. 



As I review the fellowship report and monographs (not to 
mention my own experience), I am in^vessed with how 
significant the studies were in shaping rehaHlitadcm policy 
and practice. 

Conclusions and Recommendations 

I have distributed my report at every opportunity, such as 
giving copies to physicians, teaching medical interns, giving 
presentations, workshops and seminars at professionai 
meetings to educate professionals about what I have learned 
in the area of patient- doctor communication. 

Conclusions 

The primary conclusion of this Follow-Up Survey is that the 
lEEIR .Fellowship experience has a profound effect for the 
recipients. These effects include overall expansion of profes- 
sional experience and knowledge base. Based on the survey 
responses, it is clear that lEEIR fellowship provides opportuni- 
ties to develc^ international connections and strengthen existing 
connections. As a result of these opportunities, many fellowship 
recipients have become professionally active in developing pn> 
giamsandcreatingpoliciesinordertoimproveservicestopec^le 
with disabilities . Furthermore* the information gained is dissemi- 
nated through various sources such as journal articles, course 
materials, training materials , at national and international conf^- 
ences, and through collaborative research oppormnities. In es- 
sence, the lEEIR fellowship program has been successful in 
fulfilling one of the program's primary goals: to enhance infor- 
mation and knowledge exchange in the field of rehabilitation 
through international experiences. 

Recommendations 

Two major suggestions for futiue directions are iwesented below: 

1) Develop a network of international resources for the benefit of 
both U.S. and foreign disabilities specialists. Mostof the survey 
respondents expressed interest in a collaborative network. The 
lEEIR program has the wonderful advantage of being established 
as an important resource for professionals in the rehabilitation 
field The practicality and usefuhiess of an electronic netwotk 
could be explored as one type of collaborative network, 

2) Expand the fellowship experience to *new' professionals in the 
field. The fellowship experience had proved to be a successful 
experience for professionals established in their fields. It would 
seem that the opportunity could also be influential in shaping the 
career of young professionals. 



See next two pages for tables 



56 



0 7 



TABLE 1 

Professional Profile of Survey Respondents 



Characterisitics 



Percent of Respondents 



Affiiiamn 

University 
Hospital 

Non-government organization 

State agency 

Other 



62 
08 
15 
07 
08 



Professional Area 

Education 

Administration 

Practice 

Research 

Policy-making 

How Know About lEEIR 

Publications 

Friends and colleagues 

Meetings or conferences 

Other 



47 
19 
15 
14 
05 



29 
58 
06 
07 



Motivation To Apply for Fellowship 

Academic interest 

Work experience 

Colleagues 

Going abroad 

Other 



36 
14 
14 
15 
22 



Prior International Experience 

Travelling abroad 
Living abroad 
Professional experience 
None 



30 
03 
63 
03 



International Experience After the Fellowship 

No 
Yes 

Type of International Experience 
Conference attender 
Conference presenter 
Professional capacity 
Further research 
Travel or host 
Correspondence 



14 
86 



04 
28 
22 
14 
20 
12 



5S 



57 



TABLE 2 

Professional Outcomes of Survey Respondents Characteristics 
Percent of Respondents 

Characteristics Percent of Respondents 

Extent Fellowship Influenced 
Professional Life 

Quite a lot 33 

Somewhat 60 

Minimally 07 

Comments About Extent of Influence 

Broader perspective 46 

Collaboration 22 

Professional advance 12 

Expanded knowledge 1 7 

Other 03 

How Fellowship Influenced Professional Life 

Practice 42 

Curriculum development 22 

Policy 1 4 

Program development 1 6 

Technology 02 

Administration 02 

None 02 

Outcomes: 

Collaboration 60 

Increased Awareness 38 

Professional Outlook 1 8 

Professional Opportunities 30 

TABLES 

Professional Resources of Survey Respondents 

Characteristics Percent of Respondents 

How stay Current on 
International Advances 

Publications 56 

Meetings or conferences 04 

Professional affiliations 1 9 

Contacts 17 

Other 04 

Have lEEIR Publications Been Useful 

No 18 

Yes 82 

Use of lEElR Publications 

Circulate 10 

Reference 36 

Teaching materials 23 
General interest r 26 

Other ^ 05 
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Sample Responses to Survey 



The Application Process 

when and how did you hear about the lEEIR? 

♦ **I read about the WRF international fellowships in the former 
Rehabilitadon Literature.** (H. Versluys, 1983) 

What inspired you to go through the process of 
completing an lEEIR application, and when did you 
do it? 



❖ **The Fellowship would give me the opportunity to carry-out 
a long-desired plan to learn about policies and programs in 
Western Europe. The a^)plication for the Fellowship required a 
sensible amount of time to complete.*" (S. Zimet, 1986) 

<^ requested thai some of the publications I had read about be 
sent to a woman I had worked with in the Ministry of Health in 
Kenya. lEEIR sent the publications to her and sent me a packet 
of materials about the organization including an application 
form. When I met the woman once more in Kenya in Jidy, 199 1 , 
she was delighted with the materials she had read and suggested 
that I apply for a fellowship to work with her. We outlined the 
proposal together. Her supervisor gave verbal approval at tiiat 
time and I followed through with the formal procedure after 
returning home. Since written aj^roval from the supervisor was 
not obtained until quite late, I did not finish the application until 
near the deadline — Dec.. 1991 or Jan., 1992 " 
(P. Ginsbei;g. 1992) 

❖ **I was very interested in seeing Conductive Education 
actually practiced in Asia and Australia. A coUeague of mine 
(Judy Ferren, an Educator) also applied for (and received) the 
lEEJR fellowship. We were eager to go as a team, because we 
know that it* s important to have more than oneperson recommend 
changes in pragiam delivery back at our home base. Neither of 
us could have afforded to go without the fellowship monies. We 
applied in February 1988." (M. Marx, 1988) 

❖ 'While teachingPLU students for Spring semester at Chengdu 
University of Science and Technology on an exchange program 
I saw persons with mental disabilities on city streets in Chengud, 
PRC. Conversations with a traditional physician, Wang Xiapoeng 
stimulated my courage to apply. Upon return to the USA I 
worked on the application during September and October 1991" 
(S.Govig, 1992) 

❖ "The application was submitted in April 1991. I would 
NEVER have been able to travel to Australia to see their programs 
without this type of support My agency could not have paid for 
it nor could I. I felt that being able to see these programs would 
be very valuable for me personally and professionally.'* 
(M.Bagley. 1991) 



**I was inspired to go through the process of the lEEIR because 
of my desire to do a study of the disabled in the villages in the 
region of Bangalore, India with a base at St John's Medical 
College. Ithasanoutstandingdeparunentof community medi- 
cine. I had visited St John's in 1987. The idea of studying the 
disabled was to see the influence of the environment and culture 
on the handicapped. This was derived from the study of a whole 
village in France by colleagues and firiends, namely Prof. Pierre 
Minaire and Jean Cherpin of Lyon, jPrance. They showed that the 
environment had a major factor in determining the handles^.** 
(E. Bleck, 1989) 

❖ '*I had spent a summer in Indonesia in 1988 on a Fidbright 
fellowship and began to develop research questions regarding 
childhood disability in that society. Indonesian colleagues ex- 
pressed an interest in further collaborative work. I completed the 
application in 1988 - 1989.'' (J. Kugelmass, 1987) 

❖ "A major catalyst for completing the application was the fact 
that Rud (my husband) and I had been invited to participate in a 
conference in Argentina and Brazil. We were invited by Eloisa 
de Lorenzo. We had been working with Eloisa and were 
extremely interested in aspects of the Latino culture, particularly 
related to issues of strong family solidarity and the defmition of 
independence within the family system. Thus, it seemed to be a 
good opportun ity to go to Latin American countries to learn about 
their experiences and also to have a chance to participate in the 
conference. We submitted an application in spring of 1986." 
(A.Tumbull, 1984) 

❖ "I decided to apply for the lEEIR in 1983 when I was seeking 
international models to better understand how to develop home 
care for persons with severe physical disabilities in the United 
States." (A. Goldberg, 1983) 

<^ ''I believed that the mission of lEEIR was compatible with my 
professional goals. Itgavemr-an opportunity toparticipate in an 
international project which I considered having beneHt for the 
USA and take aleadership role (as ei ther the firstor one of the fust 
fellows to visit a developing country) within lEEIR in redefining 
perceived geographic regions for exchanges. At the time of my 
proposal in 1982 there were serious questions raised by lEEIR 
regarding a visitation to India since prior protocol had been 
exchanges with western developed countries." (F. Bemak, 1984) 

❖ **I decided to apply for an lEEIR grant when I received an 
invitation to give some presentations and do some consulting in 
New 2^ealand. I must admit that I had heard that the application 
process was rather arduous and that much was demanded of you 
upon your return, and that some people did not feel it was worth 
the aggravation. I decided to pursue, as I knew that lEEIR had a 
good reputation and that through lEEIR I could also avail myself 
of their very good contacts in the countries I wanted to visit I 
enjoy writing and did not mind the requirement that I write a fmal 
report- (M. Backman, 1991) 
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❖ "I completed an EEEIR application during Spring 1991 I was 
motivated to complete the application by my desiie to conduct 
research in Japan, and to be involved with an international 
organi2ation devoted to discovering and exchanging informa- 
tion." (B. Wilhite, 1992) 



Impact on Professional Life 

Please indicate and comment on the extent the 
experience of the fellowship has influenced your 
professional lite. 

❖ *The Fellowship experience (1979) has to represent one of the 
highlights of my professional career. I have always considered 
myself a community psychologist dedicated to assisting clients/ 
patients in fitting back into their community after they have 
suffered serious injury, illness or disease that has altered or even 
destroyed their previous goals^dentities. By examining ap- 
proaches transitionally my own perspective has been expanded." 
(L. Nielson, 1978) 

❖ **In some major ways. The research has allowed me to lake a 
better perspective on the role of cultural variables in assessing 
what isofienihoughtto be neuropsychological syndromes. Ithas 
also allowed for much greater dialogue with colleagues interna- 
tionally which I think is of extreme importance in new develop- 
ment in the field.'* (G. Prigatano, 1992) 

❖ 'Tremendous influence on professional life and on personal 
values.** (M. Jansen, 1985) 

❖ *The experience of the fellowship has had a major influence 
on my professional life. The information obtained has been 
incorporated into my teaching responsibilities and has been 
disseminated viaconferencepresentationsand publications. Also, 
the experience assisted in the de velq)ment of co ntacts both in the 
United States. China, and other countries.'* (M. Condon. 1990) 

<t think that my fellowship experience in Hong Kong may 
have been unusual. First.! found ihatforavaiiety of complicated 
social and political reasons almost no attention was given to the 
problem with deaf children even though it was a matter of 
considerable concern with hearing children. 

Second, during my stay 1 made the acquaintance of a number of 
fellow professionals who worked in the general area of language 
development of deaf children. But most have since migrated to 
other countries, e*g.. Canada, Australia, the U.S.. etc. 

Third, these professionals became very intjerested in anodier 
related problem that 1 was working on, i.e.. devising a computer- 
izfxi classroom language management system that could be used 
for a]] methods of teaching deaf children. 

Finally, as a consequence of these events. 1 have been nominated 
for a Senior Fulbright by Macquarie University in Sydney, 
Australia. If that happens and if I also secure a grant from the 



Special Education Program of die U.S. Dept of Education, there 
is a good possibility that I can begin a sustained effort abroad for 
many years tocome. ThiscouldalsoincludeHongKongbecause 
an old associate from Gallaudet University has replaced an 
Australian immigrant. (I will not know about the Fulbrig^it until 
next month and the Ed* grant until June. So all of this remains 
highly speculative.)** (H. Bomsiein, 1990) 

^ *The major influence was to appreciate the culture and living 
environment of the disabled person onthedegieeof handicapand 
the ability to cope and deal with it Another influence was toopen 
a world view of the disabled and their living circumstances to our 
medical and graduate students in orthopedics and rehabilitation. 
It confirmed that assistive technology rather than remediation is 
of equal impcmnce in rehabilitation.** (E. Bleck, 1989) 

❖ **My professional life has been influenced quite a lot by my 
experience in J^)an. and 1 have been influenced greatly in my 
personal life as weU. I have found myself more open to the 
influences of other cultures, more sensitive to the ways in which 
culture influences individual choices, more concerned with the 
influence of culture on social service philosophies, and more 
concerned with the ways in which cultural difference affect both 
the philosophy and practice of service provision*** 
(J. Myers, 1983) 

❖ **The fellowship had a major influence on my professional life. 
It heightened my awareness of how powerfully cultural values 
influence decision-making in medicine (the high value, for 
example, placed on prevention and "normalization** in Sweden 
by contrast with the low value placed on these activities in the 
United States). It provided me with a better perspective on what 
is happening (or not happening) here in the United States. It 
influencedmyteaching. Anditalsoprovidedmswithprofessional 
colleagues in both Britain and Sweden with whom 1 have main- 
tained contact, in ways that benefit my professional (and personal) 
life.**(J.Kugelmass.l987) 

❖ **The fellowship has been very influential in increasing my 
interest and conmiitment to collaboration with families and 
professionals in Latin America. This was greatly strengthe^ied 
because of the interest that Mrs. Marianna Beach has in Latin 
America. Our Center is named for Mrs. Beach and she and her 
husband made an endowment to the Beach Center to have an 
ongoing collaborative relationship with the Inter-American 
Children's Institute in Montevideo. Uruguay. The fellowship 
was a catalyst for this ongoing collaborative work."" 
(A. Tumbull, 1984) 

❖ 'The Fellowship experience was a major influence on my 
professional life. After returning from my Fellowship, 1 published 
my observations which led eventutally to my promotion in aca- 
demic medicine. In addition, I made many presentations at 
regional and national meetings. As a result of the response, I 
decided to return to Europe in 1986 as a Fellow of the World 
Health Organization to go into die issues in greater depth.** 
(R. Smith, 1983) 
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Please explain how the experience of the fellowship 
has altered/influenced your professional life. 

❖ 'The experience of the fellowship has influenced my profes- 
sional life substantially. It put me in touch with other profession- 
als of national standing in the disability area; directly resulted in 
one national presentation and one journal article, and indirectly 
resulted in participation in an international confetence and au- 
thorship of another journal article; and expanded my contact with 
NIDRR, from which I received two innovation grants (one in 
1985 and one in 1991). My woric in the area of my fellowship has 
dealt with policy " (S. Cohen, 1985) 

❖ "The fellowship led to a major and unique opportimity: to 
develop a program for and at the World Health Organization 
(WHO) in Geneva The **InitiativeofSupporttoPeople Disabled 
by Mental Illness" is now a part of the official program of work 
of the Division of Mental Health. This {ffofessional experience 
led to the current position I hold" (M. Jansen, 1985) 

❖ *lt has affected the content of my teaching (curriculum 
development), and I also have continued professional contacts 
with Australian rehabilitation counselor educators. I am on the 
editorial review panel of the Bulletin of the Australian Society of 
Rehabilitation Counsellors, and I have been called on to review 
Australian faculty for promotion." (D. Hershenson, 1989) 

^ "lEEIR has had a significant impact on my professional work 
in the areas of program development, policy, and practice. Fol- 
lowing the Fellowship I was id^tifled as an individual having 
multicultural experience on an international basis. This led to 
extensive consultation, training, research and assistance in the 
USA policy development with regards to mental health issues 
relevant to refugees. My professional work in this area has 
continued and expanded to the C^bbean and Latin America."* 
(F. Bemak, 1984) 

❖ *The fellowship most influenced my professional life by 
giving me an incentive to develop a program plan in advocacy. 
For some time, I have been researching and writing a curriculum 
which will enhance the advocacy skills of people with disabilities. 
Having studied the Disabled Persons Assembly, which is con- 
sumer-led, I believe I have a better grasp of the issues important 
to people with disabilities." (A. Wassersirom, 1989) 

❖ "It was instrumental in the decision for a career change. I left 
my long-time teaching career to redirect my professional life 
toward consulting and research to seek answers about optimal 
rehabilitation interventions here and abroad.** (C. Butler, 1991) 

❖ *The concq)ts I gleaned have been shared nationally. My 
horizons have expanded considerably. My agency is reaping the 
benefits through increased international recognition. The area of 
greatest professional influence seems to be in practice where I am 
able to integrate and teach some of the strengths of the Japanese 
culture. It has been my pleasure to conduct several seminars on 
this topic and have had interest from professional magazine 
editors.** (M. Cleary. 1992) 



^ "My experience in England in 1979 made me awaie of thdr 
humanistic approaches in contrast to our professionalism in the 
U.S. It also provided the opportunity to networic with other 
programs. Ofparticular interest at that time was ^Institute for 
S udden Deafness, something that we were never able to establish 
in the U.S.; but which we could s^ply concq)tually to our local 
program. Also of int^est was the program at Comi Grange for 
emotionally ill, hearing impairedadolescents." (R. Green, 1979) 

^ *1 often use examples from Australia when discussing 
approaches to service delivery. The programming I saw helped 
me to formulate a plan for an innovative service delivery project 
currently being fjnded by the U.S. Administration on Aging." 
(M. Bagley, 1991) 

❖ **(a) Ciimcw/ttmifeve/opmen/ The experience has supported 
the develqjment and teaching of course work on culture and 
disability, e.g., a new course on the social and cultural contexts 
of disability, a course imit on cross*cultural and international 
rehabilitation, (b) Research development The fellowship has 
helped legitimize my professional interest in disability/reha- 
bilitation in the country and region visited, aiKi helped establish 
neededbases and credentials for future work thereandeisewhere. 
(c) Publications and papers The svady'V\siihzsc(mtci^ 

the preparation of one scholarly journal article and will contrib- 
ute to other publications and presentations, (d) Professional 
development The experience has complemented my work as co- 
organizer of an international symposium on culture and disabil- 
ity." (J. Armstrong, 1992) 

❖ "My principal concern was curriculum development during 
my study visit to New Zealand, and I find myself drawing upon 
the experience in every course I teach (master*s and doctoral 
levels). I have also utilized my learning about New Zealand*s 
social policy in subsequent efforts to effect disability policy." 
(M. Walker, 1989) 

❖ "Asaresultof thefellowship,Ihavebeenconiactedby several 
officials and professionals from Israel and have helped to arrange 
tours and visits in the United States so they could receive the 
benefit of seeing American programs and s^proaches and could 
give American legislators, professionals and researchers the 
benefit of their experience." (M, Kivitz, 1992) 

❖ "Later in the year of my first grant. I travelled to Israel and 
taughtrehabilitation policy at Haifa University. I could nothave 
done a meaningful job of that teaching without first gaining the 
international perspective provided by my fellowship. While in 
Israel, the Lutheran Church financed the rehabilitation training, 
in Israel, of a large number of counselors from Africa and Asia 
TheUniversity askedmeto work with thegroup, most particularly 
because of my lEEIR fellowship. I learned a great deal about 
practice around die world from that teaching experience, and I 
hope I contributed to the dissemination of information to a 
significant audience. I have also used my increased knowledge 
in all my writings. Finally, I developed an understaiuling of the 
phenomena of international transfer of rehabilitation policy and 
practice through the auspice of multinational corporations which 
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I have discussed in many of my publications. For example, most 
recently I(x>ntributedachapteron managing workforce diversion 
to a book on the American Edge in manuf aauring which can be 
directly attributed to thinking that started during my lEEIR 
fellowship,** (S. Akahas. 1983) 

❖ *•! have become much more mindful of the importance of 
context in the design and delivery of services for individuals who 
need support in our society. I was reminded in Portugal of the 
importanccandstrength of acaring community, which cannotbe 
replaced by advances in technology or social policy.** 
(S.Hasazi. 1984) 

❖ "Theprimaryimpacthasbeenondeepeningmyundersianding 
of the concept of "culture** and its impact on aU aspects of life. 
Most specifically, it has broadened my recognition of the need to 
include cultural considerations in establishing public health and 
education programs and policies and in the training of profes- 
sionals in all aspects of human services including education, 
health careandrehabilitation. In my own teaching and in-service 
work with special educators, a focus on the relationship between 
culture, disability, and healing has become moce integrated. 

The professional and personal relationships established with my 
hostcolleagues has had the most profound impact I have become 
committed to the necessity of establishing acollegial relationship 
with apartner from the culture in which you are working in order 
to get a depth of understanding and adequate interpretations of 
information. Similarly, in development of new programs and 
policies, Tve seen how "outsiders** can provide insights for 
programs that may be overlooked by those in the host culture." 
(J. Kugelmass, 1987) 

❖ *Theexperiencehashe^pedtobroadenmyperspectiveandhas 
enabled me to be part of an international network where we share 
iriormation about research outcomes and practice ideas. 

I have distributed my report at every opportunity, such as giving 
copies to physicians, teaching medical interns, giving presenta- 
tions, worksh(^, and seminars at professional meetings to 
educate professionals about what I have learned in the area of 
patient-doctor communication. 

Whenever possible, I try to effect policy. For example, I have 
shared my international experience via my report with the New 
YorkSiate Commissioner of Mental Health, MentalRetardation, 
and Alcoho|i^ Sendees, as he has a special interest in commu- 
nication between physicians and patients in a multi-cultural 
hospital setting. He is particularly interested in Interpreter 
Services, an area that I specifically investigated as part of my 
project. I was able to share with him infoimation about a 
particular department in New Zealand that could serve as a model 
here.** (M, Backman, 1991) 

❖ *The actual experience was beneficial, and it continues to open 
professional doors for me. In particular, it has improved my 
knowledge base in rehabilitation, and strengthened my research 
skills/' (B. Wilhite, 1992) 



Outcomes and Benefits 

What would you say are the two most important 
outcomes of your lEEIR visits 

❖ *ThetwomostimportantoutcomesofmyIEEIRinteniationaI 
visit were: (a) continuing my work in three additional countries 
in Western Europe at my own expense, and (t) providing the 
information I had collected to my colleagues in Colorado, across 
the U*S A and in Canada through publications of my iqx>rt in 
two journals and through speaking ^gagements. A third invalu- 
able outcome was the connection I had made with others in my 
field in the sbc countries I had visited. I was able to facilitate a 
visit to Denver for colleagues firom Norway and Switzerland and 
to aid another in France in seeking a publisher for his book on 
treating children. I also helped two other colleagues in Holland 
with papers they were writmg for American journals, which 
described their work." (S. Zimet, 1986) 

<t '"Ever since that fellowship, functional assessment has been 
my continuing research and educational interest Presendy, the 
Functional Independence Measure (ElM) has gained widespread 
use in the United States and overseas and is likely to becom e the 
common language for describing disability throughout standard 
impatient medical rehabiliteuon programs. My exposure to the 
ICIDH/WHO model provided the needed rationale to understand 
the developments that lay ahead.** (C. Granger, 1979) 

❖ **nie two most important outcomes were; 2) Ultimate writing 
of a book*'Gait in Rehabilitation"* and 2) Broader understanding 
of post graduate education and the advising of masters and 
doctoral students.** (G. Smidt. 1979) 

^ **My ability to see how good international program ideas can 
bead^^ted to Cerent national funding systems andphilosophies. 
My Dutch colleagues have been impressed with the way in which 
I understood their culture and programming and described it in 
U.S. publications.** (H. Versluys, 1983) 

^ **An important outcome of my intemauonal visit includes 
increased opportunities to host professionals in the field of 
blindness from Japan at my agency, the Carroll Center for the 
Blind. In addition, I have been invited back to to address 
a nationwideconference in October 1993 on the topk; of diabetes 
and blindness at the Konan Rehabilitation Center, with funding 
anticipated from the Japanese Ophthaln^ological Society." 
(M. Cleary, 1992) 

❖ *The two most important outcomes of my lEEIR international 
visit are: (1) the cultural awareness I gained in New Zealand and 
how that affects Uie rehabilitation process, and (2) the friendships 
and professional exchange I continue with persons I met in New 
Zealand.** (M. Walker, 1989) 

❖ "Most important outcomes; (l)Habitof readingEuropeanand 
British journals. (2) Habit of seeking out British coworkers at 
international meetings.*' (N. Roberts, 1982) 
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<► "As a result of the fellowship visit I have developed several 
lasting contacts and friendships. We continue to be of mutual 
assistance. I have been able to sincerely recommend that several 
researchers, whom Iiegard highly, make applications for projects 
that are important to them.** (M. Kivitz, 1992) 

❖ **The two most important outcomes are: 1) Understanding the 
differences of two cultures despite the similarities of these 
cultures. 2) Establishing an international network of profes- 
sionals interested in issues of disability." (M. Logigian, 1986) 

❖ "The opportunity to share with other professionals. Hope- 
fully, my participation in worik:sh(^s as guest speaker, and article 
writing, has inspired other rehab professionals to incorporate 
someoftheSwedishphilosophyandprogrammingintotheirown 
practice. 

N. Y. State OVR qjproved a new service for deaf clients as a 
result of my recommendation. Sign language classes at the work 
site of a deaf person -enow paid for by the state and provided by 
cooperating agencies. This has proven to be an important part of 
job satisfaction, adjustment and retention for many deaf peq)le." 
(J. Smith-Heisler-Loza, 1980) 

❖ "As stated in the previous question, one of the important 
outcomes of my EEEIR visit was a greater awareness of the ways 
in which the cultural roots of society play a role in attitudes and 
practices concerning disability. Asecondmajoroutcomewasthe 
comprehensive report of my three-week study visit to China that 
I submitted to lEEIR and which, I understand, has been useful to 
other fellows." (B. Wright, 1988) 

❖ "My lEEIR study-visit involved the observation of a children's 
cochlear implantprograminSydney,Australia. During this visit, 
I was also able to work with the host institutes to design tests for 
young hearing-impairedchildren,and to test six of thefu:st young 
children with cochlear implants. 

The two most important outcomes were the personal observation 
of chOdren with cochlear implants in an intense oral rehabilita- 
tion setting, and the ability to share the success of these children 
in publications and presentations around the USA and in other 
countries. (R.Tyler, 1989) 

❖ **The fust important outcome is an ongoing interest and 
commitment to working in Latin America and an increased 
recognition of how much the services within the United States 
can benefit from openness to learning best practices from a her 
area. Secondly, I learned a great deal from my involvement in 
helping to plan and implement the Winr' read Conference en 
Cross-Cultural Family Support which w,^ held in 1988. At this 
conference, representatives from ten different countries partici- 
pated in sharing family issues and engaging in discussion con- 
cerning comparisons and contrasts. I found it to be a very 
stimulating and helpful experience.** (A. Tumbull, 1984) 



Do you anticipate any future outcomes? Ifso^ 
please describe. 

❖ "I have viewed the experience as a dynamic one which 
continues to drive me to consider new or altered ideas. Presendy 
working on a self-contained half-way house for patients with 
limited support systems who are considered medically ready to 
return to the community. Quite often these people havebeen set 
uptofailbecauseof the lack of alternatives." (L.Nielson, 1978) 

"I anticipate development of an international rural psychoso- 
cial rehabilitation network," (D. Dunlap, 1989) 

❖ "Will be presenting research to international lejMXJsy conven- 
tion in September, publishing results, as well." (T. Brown, 1992) 

<^ "My hope is that I wOl be able to s^ply social and economic 
principles learned through my study visit to rehabilitation prob- 
lems in this country. In particular, the importance of community 
involvement and meaningful work are tenets I hope to see 
develop in this country." (M. Walker, 1989) 

❖ "As I continue to grow in my field, I expect to have wider 
influence both on policy and research, and as a teacher. To the 
extent that the fellowship contributed to my professional growth, 
its influence will continue to be felt in the work I do in the years 
ahead. As an example, I (and three colleagues) have just edited 
a book in which ethical issues in perinatology are addressed." (J. 
Kugelmass, 1987) 

❖ **Fature outcomes are anticipated because of ongoing ^plied 
and comparative research. A current research project involves 
working with colleagues at the Rehabilitation Research Centre, 
Turku, Finland on a follow-up study of heart patients in order to 
assess the influence of medical & rehabilitation services, along 
with community and familial supports, on recovery. In addition, 
a ccxnparative study is expected to be undertaken in the United 
States, using the san.e kind of patients and conducting the same 
kind of follow-up." (K, Smith, 1983) 

Please comment on the overall benefits of overseas 
short-term study visits. 

❖ "I felt that the two weeks in each country provided me with a 
wealth of information beyond what I initially expected to gain. 
The j»*ocess of collecting and recordi ng this information required 
careful preplanning and total immersion in the project once I was 
there. There was no excess time. For example, it was important 
that I took into account local holidays in order to maximize my 
time in setting up my visits." (S. Zimet, 1986) 

❖ "I wonder jusi how beneficial a short term contact would be. 
In a new culture it takes time to "enter the culture", to see how to 
"conduct business" to sort through the surface layers to under- 
stand their policies and philosophy, their funding methods. It is 
complex and to really get accurate information would take 
longer, I feel. 



I was fortunate because I bad lived in Holland, my husband was 
Dutch and I was able to continue my contacts for at least 6 weeks 
each summer. My husband who was working there checked up 
when I felt there had been misunderstanding. Even then it took 
me some time to understand just how Dutch law woiked in 
tandem with other systems. To arrange meetings. 

It would be difficult to understand the unique and sometimes 
hidden feaUires of a culture including their policies and philoso- 
phy and what drives their services without the time to ask 
questions, to clarify responses, to check-back and so o:*. 

1 think that a short-term visit would be beneficial only if the 
fellow had an interpreter who could be helpful, was able to 
prepare with readings and discussions and could find some way 
to check back to verify information and to ask more questions/* 
(H.Versluys, 1983) 

❖ "It was an altogether wonderful experience. I met many 
dedicated professionals* learned about their problems and solu- 
tions, wondered at why they did certain things and asked myself 
the same about some of our practices at home. I learned much 
even in a short visiL Perhaps, the most beneficiai aspect is that 
the issues and people become '^real"" for you and you are more 
likely to continue interaction with them over the future years." 
(C.Buder,1991) 

<^ '*Key benefits apart from the tangible is the intangible benefit 
of enhanced mutual international understanding." 
(G. Smidt, 1979) 

❖ "Short-term visits are excellent opportunities. They must be 
preceded either by long-term pre- visits or extensive preparation 
prior to the short-term visit" (M Condon. 1990) 

❖ "Overseas short-term visits probably have the most effect 
upon younger individuals without previous international experi- 
ence.*" (N. Roberts, 1982) 

❖ "When well planned, and with a plan to integrate the experi- 
ence with future endeavors, the benefit is great." 
(D. Dunlap, 1989) 

❖ "I stayed for almost 3 months. I really feel that for my project 
any shorter stay would have been much less beneficial. For 
projects of a different type, shorter visits probably would be 
adequate.*' (D. Hershenson, 1989) 

❖ "This trip certainly broadened my horizons! The world 
outside my city, state, and country is more real and less "alien." 
It is also less threatening and more friendly. It has also given me 
a '^placc" to go to get a different perspective on the familiar that 
is taken for granted." (M. Bagley, 1991) 



«0» "As I review the fellowship reports and monographs (not to 
mendon my own experience), I am impressed with how si£^- 
cant the smdies were in shying rehabilitation policy and prac- 
tice. I believe the lEEIR exercised splendid judgement in 
selecting fellows and dissemination modes . For me, the overseas 
short-term visit brought me into contact with colleagues and 
concerns to last a lifetime." (M. Walker, 1989) 

❖ "I believe thai the benefits are enormousc It is incredible how 
much you can learn in a short-time. You can prepare yourself 
through reading and talking to others before you go, but I also 
found that much of what I experienced while there, "jelled" upon 
my return home, when I had a chance to think about iL Now 
whatever I rea^.^ or hear about that part of the world has so much 
more meaning to me. 

In a short-term visit you can get a very good feel about a culture 
and its people that can help you in your international perspective 
and dealings with those from other cultures here tn the United 
States. 

On apractical side, a short term visit is helpful as you are not away 
from your professional work here in the U.S . It is also less of a 
burden upon your hosts. On the other hand, during a short term 
visit they probably spend more intensive time with you than they 
might should you be on a longer visit This is good for you but 
may be disruptive to them. (I must say though I was never made 
to feel that I was disruptive to anyone, and in fact was greeted 
quite warmly and with much cooperation.) (M Backman, 1991) 

❖ 'The overall benefits of these short term visits are enormous 
ifthefeliowandsponsorarewellprepared. They arepractical for 
leaving your job for a short time. The benefits are the freedom to 
interact with scholars and clinicians in great depth,away from the 
day to day obligations of everyday life in your home setting." 
(R. Tyler, 1989) 

❖ "In order to benefit from a short term visit to another culture, 
the visitor must either be familiar with that culture or be VERY 
focussed in the questions that he/she asks. Moreover, the less 
familiar with the setting the visitor is, the more responsibility 
falls upon the host An enthusiastic, experienced host is probably 
necessary for a furst-time visitor to learn very much. A more 
experienced visiusrismoreableto deal with othercircumslances." 
(P. Ginsberg, 1992) 

❖ "In my case, the short-term visit was most useful. Its richness 
was the result of the cooperation of the Chinese authorities, who 
provided a guide, translator, and chauffeur throughout my visit 
and who arranged a great variety of institutions that I could visit 
— including hospital, employment and educational settings. 
The professionals and other personnel at these settings were not 
only most cordial, but were eager to raise questioiis and engage 
in discussion about my observatbns." (B. Wright, 1988) 
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❖ "The overall benefits of overseas short-ienn visits allows a 
person to establish (or further) direct contact with others working 
on similar problems and at the same time permits one to gather 
more detailed information while on location. Both aspects 
facilitate further communication and exchangeofideas/informa- 
tion subsequently - an ongoing, two-way process of communica- 
tion is enhanced by this kind of visit" (R, Smith. 1983) 

❖ 'The benefits of overseas short-term visits are that they 
broaden our perspectives and keep us humble too.*" 
(G- Gustason, 1987) 

❖ "Quite beneficial when fellow has some prior knowledge/ 
experience in the chosen country, and has something of value to 
exchange." (B. Wilhite, 1992) 



Other iEEIR Benefits 

Have any of the lEEIR monographs^ fellowship 
reports or other publications been useful to you in 
your career? Please explain briefly which ones and 
how you have used them? 

❖ *1 was very pleased to read the Interchange on Culture aiid 
Disability in the Pacific. Also the Project Director, Diane 
Woods, kindly sent me information from her files onrehabilitation 
in Japan which I found helpful. I look forward to receiving the 
refreshing monographs." (M. Cleary, 1992) 

❖ "Several monographs have been used as readings in my 
courses. One in particular is important relative to the policy 
approach in other countries re: accessibility — Barrier Free and 
Safe Environments." (M. Condon, 1990) 

❖ "Several fellowship reports have been useful in my work. Vic 
Finkelstein*s Attitudes Sl Disabled People, Joe Stubbins*s 
Clinical Attitudes in Rehabilitation, a Cross Cultural View, and 
Dr. Elizabeth Zucman's CfiUdhood Disability in the Family. I 
arranged to visit with Dr. Zucman when I was in Paris. She in turn 
arranged for me to visit a program for hearing-impaired children 
whwe I saw the prototype of the IBM Speechvicwer. I was able 
to follow up on Uiat aiKi ultimately obtain the equipment for the 
New York League for the Hiard of Hearing. The fellowship 
reports of Harry Levitt, Irving Hochberg and Mark Ross were all 
useful in my work. Most recentiy , the monograph Changing Views 
of Disability in Developing Countries made me more aware of 
what was happening in 3rd World countries." 

(R. Green. 1979) 



❖ **As I mentioned earlier, I believe the lEEIR monographs are 
pace-setting and have used them extensively in my teaching. 
Among> the ones I use most frequentiy are Purtiilo (Humane 
Healtii Values), Finkelstein (Attitudes Toward Disabled), 
Wrightson and Pope (Barrier Fiee to Safe Environments), and 
Comes (The Future of Work), Young (Low Birth Weight Babies 
and Ethics). I circulate the monographs within courses to raise 
student awarene^ of critical issues.*" (M. Walker, 1989) 

❖ "Many of the lEEIR monographs provided background infor- 
mation and helped to structuiemyprojectin Israel, lalsousethe 
monographs to provide informatbn ^^nceming aging, employ- 
ment, residential care, cultural diversity related to services for 
disabled individuals, etc. Interchange is also very helpful in 
summarizing studies and making us aware of activities, services 
and approaches in other countries." (M. Kivitz, 1992) 

❖ 'The Doug Biklen report on facilitated commimication 
attracted my interest As a result I wrote to him, read his article 
in the Harvard Educational Review on this tc^ic, bought his 
videotape on facilitated communication, and have been teaching 
my smdents about it** (S. Cohen, 1985) 

"I have read many lEEIR publication with interest, particularly 
those on Australian rehabDitation that were useful inplaiming my 
fellowship activities. Other lEEIR monographs have also pro- 
vided broader perspective to my teaching." 
(D. Hershenson, 1989) 

❖ "Yes, I sent the ^hasia in SE Asia monograph #45 to a 
neurologist in Thailand, who was interested in this topic.** 
(T. Brown, 1992) 

<t "I always scan the lEEIR monographs. I am sure that an idea 
generated here and there becomes part of my general knowledge 
and outlook concerning other countries as well as the United 
States.** (B.Wright, 1988) 

<t "I have benefited from the newsletter and from all fellowship 
reports that I have received. I have also benefited from the 
monograph. The U.S. Role in International Disability Issues. I 
have used these materials in writing and presenting current 
research, and in planning future research.** (B. Wilhite, 1992) 
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International Network 

How do you stay current on international advances 
in your fieldl Are you part of an informal or formal 
network? 

❖ **Considerable informal networking with American and 
international colleagues in a variety of academic and applied 
fields.Formal networking through Society icx Disability Studies, 
Disability Research Interest Group of the American Anthropo* 
logical Association, lEEIR, etc. lEEIR publications; publica- 
tions from countries of interest; UN publications." 
(J. Armstrong, 1992) 

<t am a part of an informal network and stay current on 
international advances by mostly reading. Also contact with 
colleagues.** (G. Gustason, 1987) 

❖ "By attending conferences and/or sessions at conferences 
with an international focus; through scholarly reading; through 
international contacts. I am not part of an informal or formal 
network of experts in my field." (B. Wilhite, 1992) 

❖ "I have created a network regarding deafness in Poland." 
(R. Nash. 1983) 

❖ ''Work regularly with OAS." (R. TumbuU, 1984) 

❖ **World Congress every 3 years and ISPO International 
Journal 3 times a year." (M. LeBlanc, 1986) 

❖ "I stay current in my field by reading journals and correspond- 
ing with a very limited number of individuals through an infonnal 
networic." (A. Wasserstrom, 1989) 

❖ "Since my retirement I have gotten most of my current 
information on the elderly and the aging from regular reading of 
Aging International and Networic News (a newsletter of the 
global linking for middle and older women) published by the 
International Federation on Aging (IFa) -Washington, DC." 
(E.Rudd, 1987) 

❖ "I have several personal and professional acquaintances 
overseas and we have started a network" (C. Granger, 1979) 

❖ **A) Reading B) Trips C) Informal Network" 
(H. Wallace, 1991) 

❖ "I don't very well. I take Disability and Rehabilitation and 
monitor international references. I also exchange reprints with 
some foreign colleagues." (R. Keith, 1987) 

❖ "Besides the lEEIR publications, as a member of the social 
commission of Rehabilitation International, I receive publica- 
tions bearing on the international scene from RI. I also corre- 
spond with foreign scholars in my field of Rehabilitation Psy- 
chology." (B.Wright, 1988) 

❖ "Publications of WHO, international and domestic sections 
of Hospital and Community Psychiatry, publications of the NY 



State Officeof Mental Health, conf^enceattendance and partici- 
pation, and informal discussions — especially those at confer- 
ences are particularly helpful." (P. Ginsberg, 1992) 

❖ "I have developed working relationships with five profession- 
als in Australia Three have been here to visit our facilities . I have 
just hired one who will come here and woric with me on a grant 
for the next 2 1/2 years. An informal networic is usually estab- 
lished at international meetings, of which I am a part" 

(R. Tyler. 1989) 

❖ **Membership and attendance at meetings of International 
Rehabilitation Medical Association and Internationa! Congress 
of Rehabilitation Medicine.- CT. Anderson, 1983) 

^ "Reading, as editor and associate editor of several journals I 
review a great many papers. I regularly use my modem at home 
to do Medline literature searches via the Stanford Melvyl system. 
I also subscribed to Knowledge Index, Dialogue, for literature 
searches in Medline dating from 1966. 1 attend many meetings as 
visiting professor. In 1991-92 1 went around the world as Presi- 
dent of the American Orthopedic Association — ^New Zealand, 
So. Africa. Egypt. England, France, Spain and Portugal. There 
was a lot to absorb. Due to my posi don I suppose I am a member 
of a formal network of experts. I am sent yearly the Status of the 
World's Children, UNICEP. This is loaded with data and used it 
as a firamewoik for an editorial. Draft enclosed." (E. Blcck. 1989) 

'T have retained many of my former contacts as ongoing 
relationships and have thus been able to understand how the 
Dutch approach to rehabilitation has had to change to accommo- 
date to realities of the 1985 through 1990' s. This summer I 
updated my information on the status of many of my former study 
sites and a great deal has changed in the way in whk:h the 
government views and funds services for children, the parent, 
and mental vs. physical disability." (H. Versluys, 1983) 

"International journals in addition to infonnal network of 
experts." (C. Berrol, 1987) / 

'T subscribe to Worldwatch for International Infonnation and 
read current advances as reported generally in newsp^rs and 
magazines." (P. Dvonch, 1984) 

"Remain in contact with the people I met in Australia. Also, 
look more carefully at items in newsleuers, conference presenta- 
tions, etc. regarding international activities. Part of an informal 
network in the U.S. of people in contact with professionals in 
Australia or who have been to Australia. lEEIR Newsletters." 
(M.Bagley. 1991) 

<t *T stay current on international advances in the Held through 
my activities with AAMR, my relationship to lEEIR and its 
materials, my position as executive direction of International 
Association of Jewish Vocational Services and infomial as well 
as formal contacts with professionals in other countries." 
(M. Kivitz, 1992) 

❖ "I kept up with international advances in relation to child 
abuse and neglect, which was part of my fellowship focus. 



through membershipin the International Society for Child Abuse 
and Neglect" (S. Cohen. 1985) 

❖ "/'ormo/: 1) International Conference of Physiotherapists in 
Juvenile Arthritis. 2) W<M'ld Federation of Occupational Thera- 
pists. 3) Arthritis Health Professionals Associations. 4) Interna- 
tional Journal of Rehabilitation Research 

Informal: Netwoiking with colleagues, Reading journals ad- 
dressing international activities" (M Logigian, 1986} 

^ "I wasoneoftheoriginalmembersof the International Affairs 
Committee of Uie American Academy for Cerebral Palsy and 
Developmental Medicine which began in 1983 and later served 
as its chairperson. I have been involved in plaiming and imple- 
menting symposia, an instructionalcourseand other informational 
formats for the members of our Academy. This isa relatively new 
activity for the Academy and for me, however. We have commu- 
nicated with groups around the world about shared activities and 
I have read newsletters and other periodicals that came my way.** 
(C. Buder, 1991) 

❖ *1 don't lEEIR and the AC A International Committee 
Newsletters are my primary soinres of information, plus occa- 
sional contact with an international aging organization, 
(J.My^, 1983) 

❖ "By reading, attending conferences, and by membership in 
organizations such as Uie Society for Health and Human Values 
and the Hastings Center, and through the visiting scholars who 
come to die Stanford University Center for Biomedical Ethics." 
(E. Young) 

❖ "Stayed cunent by going back to Sweden/Denmark in 1992 
and 1993. 1 am part of a formal network with colleagues in both 
countries." (B. Raschko, 1986) 

❖ "I have joined die Division for International Special Educa- 
tion Services (DISES) of die Council for Exceptional Children. 
I read dieir newsletter. Also, have attended die international 
conference of die International Society for die Study of Behav- 
ioral Development" Q. Kugelmass, 1987) 

❖ "I do have some colleagues in several foreign countries that 
I maintain periodic contact with; however I rely mort on your 
periodicals and my mondily visit to die University of Utah 
library " (L. Nielson, 1978) 

❖ "Conferences, networking and reading" (J. Strully, 1992) 

❖ **My lEEIR newsletters have been invaluable to me in keeping 
me in touch witii die international community. I am also a 
member of die International Division of die Council for Excep- 
tional Children andreceive newsletters from diis organization as 
well. Finally , I utilize an informal network of colleagues from die 
U.S., Australia, and Europe to keep me informed.** 

❖ "I receive die British publication *The Conductor,** die 
quarterly magazineofdieFoundationforConductive Education. 
I also receive die Hong Kong Physiodierapy Journal and die 
Pediatric Newsletter of die Canadian Physiotherapy Association. 



All die above have had recent articles on CX." (M Maix, 1988) 

<^ "InadditiontodielEEIRpublicationsandothermaterialssent 
to me by Diane Woods, I attempt to keep up with international 
advances in my field through yearly literature searches of die 
journals. The International Journal of Partial Hospitalizadon was 
one such resouice but it is no longer being published. Another 
resource are the people I met during my lEEIR fellowship. For 
several years following my data collection in die Nedieriands, I 
had an active correspondence widi my sponsor and one of die 
staff psychologists, reading their manuscripts and commenting 
on diem.** (S. Zimet, 1986) 

❖ "I stay current primarily duough reading professional 
journals, conducting research, and attending professional meet- 
ings.** (G. Smidt, 1979) 

<^ "Mosdy through international journals and publications.** 
(C.Lam. 1992) 

❖ "Informal and formal networks. I am the Chair of die Healdi 
Committee for die Maryland-Rio de Janeiro Partners of die 
Americas program and on the Board of Directors. As an alumni 
of die Kellogg Foundation Fellows program I receive newsletters 
and information as well as correspondence firom my colleagues. 
Also I maintain contact widi the International Divisions with die 
American Psychological Association and die American Coun- 
seling Association and am viewed as a resource in diis area." 
(F. Bemak, 1984) 

❖ "I stay current through personal contacts and my own 
personal/professional netw<»k. including Xmas cards and a 
newsleuer diat I circulate." (R, Libetman, 1991) 

<t "Access to published materials available through ;he univer- 
sity and dirough computer linked literature files at other locations 
permit one to keep abreast of international activities in the field. 
Furthermore, having extensive contacts widi government and 
non-government agencies, developed over the years, allows 
access to current information in dieir international arena. As a 
general rule, one acquires an informal network of contacts and to 
some extent dus constitutes die core of a formal networic of 
experts.** (R. Smidi, 1983) 

^ "I do find it hard to stay current regarding international 
advances in die field of psychology in rehabilitation. I read 
journals, contacts from abroad occasionally send articles, jour- 
nals, etc.In dieareas of post-polio syndrome in which I am active> 
I obtain useful information from die Polio Network News and 
CiJVi.** (M. Backman, 1991) 

❖ "Remaining current is always a challenge and lime intensive. 
I am a member of die following associations and attend their 
meetings furthering contacts widi professionals widi interna- 
tional interests: International Association of Special Education, 
Div. of International Affairs of die Council for Excq)tional 
Children, and die International Affairs Association affiliated 
widi die American Speech-Language-Hearing Association. In 
addition, I attend die meetings of die Kentucky Council on 
International Education. Informal networks include contacts 
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with professionals via mail and discussions with Fulbright schol- 
ars visiting my campus as well as those reluming from Fulbright 
experiences." (M Condon, 1990) 

^ ''It is my desire to stay current on intemational advances in my 
field. I participate in a special interest group on Intemational 
Diabetes Education and another in Blindness Rehabilitation.*" 
(M.Cleary.l992) 

❖ "Through friendships with colleagues in China and Norway; 
journal literature especially Second Opinion for example. No, I 
am not part of a networic." (S. Govig, 1992) 

❖ "I stay current on intemaiione? advances in my field by travel. 
I am about to travel to France where I will be co-secretary of a 
meeting on home mechanical ventilation. This is one outcome of 
my Fellowship since my study directors are the president and 
secretary of this meeting." (A. Goldberg, 1983) 

❖ "I primarily try to stay somewhat cuirent through an informal 
network of friends in other countries and through the ongoing 
Beach Center collaborative work with the Inter-American 
Children's Institute." (A. TumbuU, 1984) 

❖ '^Primarily lEEIR newsletter and being an officer in the 
International Academy for Research in Learning Disabilities," 
(P. Gerber, 1984) 

<^ ''I am part of an informal network of British and German 
teachers of rheumatology interested in teaching rheumatology 
via interactive computer systems." (N. Roberts, 1982) 

❖ **I stay current on intemational advances through an informal 
network^ through correspondence, journals, and publications 
from England and Australia and lEEIR.'' (R. Green, 1979) 

<t receive newsletters, copies of national journals, and other 
books and articles. I am on the list of improved grant reviewers 
with the Rehabilitation Service Adnunistration in Washington, 
DC." (A. Dickerson, 1983) 

<^ '1 regulariy read the lEEIR newsletters and the Australian 
professional journal Bulletin of the Australian Society of Reha- 
bilitation Counsellors." (D. Hershenson, 1989) 

❖ *This is difficult* There is no single way in which I am able 
to do this." (G. Mgatano, 1992) 

❖ "By way of membership in the lAPSRS and the WAPR and 
of course — the lEEIR project*' (D. Dunlap, 1989) 

❖ "I don't stay current with intemational advances." 
(C. Vash. 1984) 

<^ "I maintain contact with a number of professionals in Asiaand 
Europe. As best I can tell, the US spends a great deal more money 
and makes greater progress in the area of deafness than other 
countries." (H. Bomstein, 1990) 

❖ "Journal reading. No formal networks." (K. Gameu, 1984) 



^ "I receive publications £rom the National Association of the 
Deaf^and the newsp^)er called Silent News. Both cany interna- 
tional news on deafness. I receive some publications concerning 
deafness activities in Sweden, and I am in cme^ndence with 
a Swedish woman who is employed in deafness rehab programs 
there. She keeps me informed of current trends and activities. I 
also receive a weekly Swedish/American newspaper." 
(J.Loza,1980) 

❖ "My informal network in the field of intemational rehabili- 
tation is much better than my formal network. Thanks to Diane 
Woods, I stay informed about conferences and monographs. I 
subscribe to Rehabilitation Intemational, and that also keeps me 
in the information flow." (M. Walker, 1989) 

One of the uses the lEEIR is thinking about making 
of this study is to make recommendations for a 
network of international resources for the mutual 
benefit of U.S. and foreign disability spedalists. 
Some ideas include a loose-leaf directory of re- 
sources abroad and an electronic mail networL 
(a) in your view^ would a formalized network be 
beneffcial? To whom and how? (b) What role do 
you see yourself playing in an international net- 
work of experts in the disability field? 

❖ "Disability/rehabilitation **profilcs" of countries visited 
would perhaps be useful. I would anticipate being a contributor 
and user of the resources.** Q. Armstrong, 1992) 

❖ "I think lEEIR could be very helpful in establishing a network 
of intemational resources. In my mind, the Disability Studies 
Quarterly does a fine job of highlighting upcoming events and 
items of inteiesL Perhaps it could be a model for communication 
of intemational items. I would also like to participate in an 
electronic mail networic, and would see my role as a rehabilita- 
tion educator/researcher." (M. Walker, 1989) 

❖ "A formalized network could be extremely beneficial for the 
sharing of information about rehabilitation. Many of the profes- 
sionals abroad are hungry for such information but cannotafford 
the dues or subscription fees. A low cost system of disseminating 
information would be an answer to their dreams. I would be 
happy to provide any assistance possible to establish this net- 
work. I am certain that AAMR and lAJVS could be counted upon 
to cooperate in establishing such a project" (M. Kivitz, 1992) 

❖ "I believe that a formalized network should be tested first to 
determine to what extent it would be used. It might be useful to 
determine if there is akeady such a network in existence for 
another group and find out how effective it is for them. Are there 
such networks ahready in existence through the organizations 
already representing specific disability gropi j? Periiaps, col- 
laboration with these groups in setting something up would 
make sense so that there is not a duplication of effort I recom- 
mended such a network to the American Association of Partial 
Hospitalization several years ago in my keynote address to them. 
I don*tbelieve they picked upon thatideaas yet I think it could 
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be an effective tool in alerting people to critical issues for large 
scale action (contacting legislators, etc.) and in sharing ideas and 
recent develq)mentsacross the world. I wouldbe willing to assist 
in examining the issues I raised and in working towards the 
implementation of such a project should it be deemed useful."* 
(S. Zimet, 1986) 

^ '1 think thai a directory of major centers, programs, and 
resource$ in the disability field would be very useful T m not sure 
that a new, formal network is needed, but some kind of loose 
alfiliation with existing national and cross-national networks 
might be valuable. I would not be able to play a major role in any 
international networic but I would be interested in participating in 
some conferences, some meetings with overseas visitors to the 
US, and perhaps some written exchanges.** (S. Cohen, 1985) 

❖ *'a) Formalized network would be beneficial if information 
can becurrent An every-other-year conference to discuss ^pm- 
priate issues would be most useful, i.e. a conference devoted to 
one topic, in depth, b) I would like to be an active participant in 
an international network of experts in the disability field. I would 
enjoy writing for a journal, presenting a talk, helping to oi:ganize 
a conference." (M. Logigian, 1986) 

❖ **Yes, definitely! It would benefit both specialists here and 
abroad. My study/travel project was looking for innovative ideas 
in the care of children with disability that could be shared with 
others. I found there to be no lack of good ideas in addition to 
dedicated professionals. Most, however^ work in isolation with- 
out knowledge^of others who labor with the same issues nor do 
tiiey have a forum for dissemination of information regionally, 
nationally or internationally. I came to believe that the most 
important innovation would be a means by which we could share 
our experiences with one another. It would benefit those in 
developing countries because many solutions they are formulat- 
ing have more cultural and practical relevance than ones (hat 
wers imported from develq)ed countries. Those in developed 
countries benefit by having adifferentperspective from which to 
view the solutions we have derived and how to better share what 
we have learned. I do not cunentiy have a vision of what my role 
in such a network will be» but I am committed to being involved 
in such an endeavor. I, personally, will continue to share infor- 
mation with the some 100 professionals and few parents I met 
during my study-travel project" (C. BuUcr, 1991) 

<^ **l find that the informal networks are the best, however, some 
sort of central directory would be helpful.** (J. StruUy. 1992) 

❖ "I am just beginning to use and explore E-mail. My university 
will install it on my computer within the next 4-6 weeks. I expect 
to have a steep learning curve, and anticipate that I will want to 
become part of a network if it is established. In the meantime, I 
do not believe I have enough experience here to be helpful. I 
believe we are part of a global society, and as such welcome the 
opportunity to dialogue, in all possible manners, with colleagues 
in other countries. I would enjoy being part of a network for 
information and idea exchange.** (J. Myers, 1983) 

❖ Yes, governmental andnon-profitrehabagencies.E-mail 
is a very good means, (b) I can be a contact person or host for 



foreign scholars. Chicago has probably the best rehabilitation 
resources and facilities in the U.S.** (C. Lam, 1992) 

<^ *Think an international networic of disability experts would 
be good. The whole area is sufficiently bread that subgroups 
would no doubt be required to engenderongoing interest. I would 
be interested for example in a network tiial dealt with physical 
impaiiment/disability with respect to Uie workplace with par- 
ticular emphasis on back pain; an important clinical problem in 
common with the international community." (G. Smidt, 1979) 

❖ **I am not familiar with what international networks are 
available these days. My cunent job involves public welfare 
reform, employment and training of public assistance recipients. 
In rehab, it seems as though links could develop between lEEIR 
and American Congress of Rehabilitation Medicine in a more 
active way. Would really like to see a link of lEEIR with Rehab 
in National Partners of the America*s with Mexico, Central 
America and South America. Possible "Blended Rinding** be- 
tween Paimers (RS A) and lEEIR.** (H. Graden. 1979) 

❖ **A network of international resources would be helpful — 
especially if they contained tables of contents, so each person 
could order the particular articles that are of special interest to 
Uiem.**(M.Marx, 1988) 

❖ "1 think an electronic mail network would be very useful. It 
would allow for easy access to individuals with common inter- 
ests that otherwise might be unknown to one another. I would be 
willing to be included in such a network.** (S. Hasazi, 1984) 

❖ "Liketheideaforanetworkofintemationalresources.Ihave 
been somewhat of a contact point here in the inter-mountain. 
West (Utah, Idaho, Wyoming and Nevada) for sharing tius type 
of information. Your proposal would certainly expand my data 
base and provide more current information to others.** 

(L. Nielson, 1978) 

❖ "Recommendations for a networic of international resources 
for tiie mutual benefit of U.S. and foreign disability specialists, 
(a) A formalized network would be good if it is updated - people 
move and change positions. A list of FAX numbers is very 
necessary, (b) I serve as a guide and resource person to those 
interested in my areas, (b-2) Lead tours — am experienced. 
(b-3) It is a great help to have someone to assist in a million ways. 
(b-4) Make introductions and explore new areas. (b-S) Brief 
future researchers on methods and customs in certain countries. 
I am deeply interested in this project and am sorry that 1 am under 
a tight time schedule. I probably will have a lot more ideas when 
I return June 6th to share. LEEIR still has me on tiie go to learn 
about research begun in 1986 under your support" 
(B.Raschko, 1986) 

❖ "(a) A formalized network would be useful to those who have 
international eiiperience and those wishing to find opportunities 
for international work. It would be useful to both an American 
audience and Uwse abroad who wish to make connections with 
oneanothcrabouttheir work and explorenew collaborations, (b) 
I would be interested in connecting with others interested in 
services for children in other countries, sharing information, 

69 70 



resources and ideas." (J. Kugelmass, 1987) 

"(a) A fonnalizcd network of U.S. and foreign disability 
specialists could be beneficial to scholars, providing it does not 
become a lobbying organization driven by an ideology. Elec- 
tronic mail would be the most appropriate way of linking us 
together, in my view, (b) My own role in the disability field will 
continue to be somewhat marginal. My work tends to be in the 
teniaiy care setting, where acute decisions m ust be made. Others 
woridng in the long-term institutional and rehabilitative settings 
will have a mote central role than me.** (E. Young) 

^ ** A formalized system of networking of disability specialists 
would be helpful to those who participate, by providing current 
information on trends and programs. I would be very happy to 
host deafness specialists from other countries. I feel I am in a 
position to help arrange meaningful contacts and visits in this 
country.** (J. Loza, 1980) 

❖ "I have not had much experience being part of formal 
networks. Typically, I have relied on my own informal network. 
I would certainly be open to exploring how a directory of 
resources would be helpful. I have not in the past used electronic 
mail, but I am realizing the need to move into the 20th centuryr 
(A. Tumbull, 1984) 

❖ "A fonnal network of international exchanges 'A'ould be 
absolutely valuable. I believe it should list people by their 
interests and activides and would be highly utilized.** 

(A. Goldberg, 1983) 

❖ "Yes, I believe a formalized network would be beneficial. (1) 
I see both of the above organizations attempting to explore 
options individually. It would be helpful to have a guiding, 
coordinating network. I would be h£^py to participate in such a 
venture. (2) I am available as a liaison in maoers of diabetes and 
vision impairment in people of Japanese origin.** 
(?.lCleary,1992) 

❖ **A formalized network is needed as many associations in this 
country are relatively new in the field of special education and 
they are struggling and duplicating efforts. All of the above 
associations would be interested in my (pinion of a clearing- 
house of information or electronic mail bulletin board via SPE- 
CIAL NET OR BITNET. My role in an international network is 
perhaps information sharing and personnel preparation.** 
(M. Condon, 1990) 

❖ **I am not sure what a **formalized** network would entail. 
Resources that might be helpful would be: Adirectory of names, 
etc. and areas of specialization and interest; please include FAX 
numbers when available, as mentioned above. The possibility for 
receiving copies of publications that experts leam about or bring 
back from their visits abroad. I sent some of the literature to 
lEEIR when I came back in hopes that it might be shared with 
others, but I am not sure if lEEIR has the space or facility for 
storing or duplicating these articles and other publications. I also 
did not have the space for everything that I was given to bring 
back with me, so the idea that the expert should keep it is of 
limited value. A center or library is needed. I might have an 



occasional use for such a formalized network or resouice center, 
but at the moment the cunent infonnadon provided by lEEIR has 
been quite helpful. 

A resource of travel monies available to professionals that we 
meet abroad who would like to come to the U.S . would be useful. 
I was asked many times how someone could get a grant like I had 
and did not know what to tell them. Not to be greedy, but it would 
be nice if small travel grants were available to those who may 
have had a grant before. This would be to do foUow-iqss in the 
countries originally visited, or to continue the study in another 
culture. If lEEIR does not have the possibility for such monies, 
a resource guide of foundations, government agencies, etc. 
would be useful. Financial support is of particular concern to me 
as I am in private practice, and my institutional affiliations are 
part-time. Thus, I am not eligible for grants, etc. through the 
institutions. As for my role inan international network of experts, 
I am really not sure at this time.** (M. Backman, 1991) 

❖ *Xa)If I were on an overseas sabbatical or leave, it would be 
beneficial to me by p^iiaps assisting research for publication and 
by stimulating or challenging my current opinions. <b) By being 
research person (as in a) for anyone interested in mutual concerns 
in an American context" (S. Govig, 1992) 

❖ "A network of intematronal resources** somehow suggests 
there mightbeavailableapool of *resources* thatone can tap into 
and perhaps udlize for a particular purpose, e.g., funds and/or 
equipment I presume ^resource* in the context you wish to use 
the term refers primarily to personnel - experts in the disability 
field - but not to other types of resources. If so, a more direct term 
shouldbeconsidered,such as,a 'network of international experts*; 
or, if a broader meaning is intended - of 'international facilities 
and experts*. This phrase suggests that one imy wish to be in 
contact with aparticular agency, institute, university , etc., as well 
as individuals, directly involved in the field of disability and 
rehabilitation. Thus, a 'directory of resources abrosid' should 
specify content and then figure out a way to develop such a 
resource tool. It could be beneficial to individual * experts* and 
agencies working in the field (including individuals on specific 
lists, e.g.. Am. Public Health Association*s Caucus on Disable- 
ment interest group, ditto for sociology and psychology, and the 
wide array of agencies — public and private — concerned with 
this topic). This 'listing* is what one would have to tap into in 
order to 'advertise* theavailability of such adirectory. Certainly, 
one can advertise in the professional and trade journals (news bits 
inserted), newsletters of various agencies and groups, and via 
other means such as flyers arid brochitrcs. A 'directory* would 
have to be kept updated, on a routine biisis, in order to serve the 
needs of those utilizing it as aresource tool. The electronic mail 
networkwould helpincommunicationandfacilitate dieexchange 
of contacts and information in the network. 

Individuals identified with this network would be able to play a 
vital role in promoting the exchange and dissemination of infor- 
madon related to the wide array of issues confronting disabled 
people in society, in cross-national settings. In general, it would 
broaden one^s perspective and understanding of disability as it 
occurs in diverse cultural settings.** (R. Smith, 1983) 
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❖ "(a) Yes but it would help if the network was categorized by 
disability aieassuchas mental health, developmental disabilities, 
vocational employment, etc. (b) I would like to contribute with 
the mental health aspect of the network to assist with the ex- 
change of resources such as information about model programs, 
intervention strategies, o^ innovative preventbn methodologies. 
I would also be willing to assist in the formation of a core group 
of international specialists to collaborate with international re- 
search activities, publications, assisting in defming national and 
international policy, and possibly facilitating individual ex- 
changes and/or small group ineetings." (F. Bemak, 1984) 

❖ "As I indicated above, ifl obtain additional financial suppOTt 
and if my computerized data base is as effective as 1 believe it 
could be, then I can see some great advantages in a formalized 
network to disseminate and compare research data.** 

(H. Bomstein, 1990) 

❖ "Such a formalized resource would not be ofany value to me; 
perhaps however to a governmental agency. I already have a role 
in my international activities; e.g., I am chairing a symposium at 
the annua] meeting of the American Psychiatric Assn. in San 
Francisco, May, 1993, "International Dissemination of Skills 
Training fcMr the Seriously Mentally 111" — representatives from 
Poland, Norway, Japan and Switzerland will present." 
(R. Liberman, 1991) 

^ **I don*l immediately imagine the benefit to me (andcan*t say 
for others) and see no role for me." (C. Vash, 1984) 

❖ "(a) Yes - very beneficial for rehabilitation educatOTS and 
researchers (b) among my roles could be fcxming or participating 
in (1) a netwoik of rural- focused colleagues and (2) a network of 
rehabilitation educators interested in developing and promoting 
cross-cultural learning experiences for students." 

(D. Dunlap, 1989) 

❖ "(a) Yes. This would be especially useful for people who are 
involved in brain injury rehabilitation. This could be coordinated 
perhaps through the Institute on Disability, (b) I would be happy 
to provide information concerning our program in rehabilitating 
brain dysfunctional patients as well as sharing information con- 
cerning the assessment of these individuals.** 

(G. Prigatano, 1992) 

❖ "Aloose-leaf directory of resources would be very useful. I 
would welcome a world-wide directory of rehabilitation educa- 
tors who have international interests and of rehabilitation coun- 
selor education programs. I believe that a network of educators 
and of educational programs would be to everyone*s benefit in 
exclumging curriculum ideas and in finding out about solutk)ns 
to similar problems that have worked elsewhere. I would be 
happy to help develop such a network and to participate actively 
in it. (Unfortunately, I do not have e-mail, so use of that medium 
would not be possible forme).*' (D. Hershenson, 1989) 

❖ "With the advances made in electronic mail, satellites and 
telephone it would be possible to develop an international net- 
work. It would be especially helpful if some method could be 
devised so third world counoies could benefit. My recommenda- 



tion would be to have a seat with United Nations or at least an 
access for getting information to other countries. A roster of 
interested professionals could be made available. I would be 
interested in such a venture." (A. Dickerson, 1983) 

❖ ** A formalized network would be most useful. For example, 
while at the League for the Hard of Hearing we saw consumers 
from other parts of the world. It was extremely helpful to have 
resource information including names and addresses to share. It 
provided some of that hunumistic approach which I saw empha- 
sized in England.** (R. Green. 1979) 

❖ *Xa) I am uncertain if a formalized network would be benefi- 
cial (b) Evaluation of drivers with arthritis is my major area of 
rehabilitation expertise other than cost-effectiveness suidies." 
(N. Roberts, 1982) 

<t "(a) Yes. Past fellows (b) Very little if it does not involve 
learning disabilities and employment/disability issues." 
(P.Gerber, 1984) 

❖ *1 think a netwoik would be wonderful. However, HKNC 
would not be able to access a computerized network. We do not 
have the hard or software necessary. I would love a way to give 
and get information both general information and to ask and even 
answer specific questionsabout program andpractices. Icurrently 
have on my desk a specific inquiry from a contact I made in 
Australia." (M. Bagley, 1991) 

❖ "(a) Yes, extremely beneficial to me as it would provide a 
useful reference for obtaining information and for remaining in 
touch with professionals and organizations internationally, (b) 
Obtaining and providing information; arranging site visits; ar- 
ranging for technology transfer as part of my official duties." 
(M. Jansen, 1985) 

❖ "I can see (a) as beneficial to educators, writers, overseas 
practitioners. I must admit I don*t see my self as being too useful 
in (b) SMry!" (P. Dvonch, 1984) 

<t ''I think a fonnalized network would be useful for those 
int^sted in projects or collaboration with colleagues abroad. A 
researcher might identify useful data that could be plugged into 
his/her own work and not have to "reinvent the wheel". Ym not 
certain where I would fit into this netwoik, since as a dance/ 
movement therapist, I remain on the fiinge of the rehabilitation 
community. Notwithstanding , I do think it would be of service to 
manyrehabilitation specialists around the globe, pixmding instant 
access through electronic linking." (C. Benol, 1987) 

❖ "The ideas for a formalized network would be beneficial. 
Despite my interest in this area I have, right now, limited time to 
devote to international studies. This may change in a few years.** 
(H. versluys, 1983) 

<^ ''I think it a good idea and I wculd be pleased to be a 
beneficiary of such a system and where appropriate contribute to 
it." (A. Gartner, 1985) 
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^ "Network of international resources. Might be a good idea 
providing you have a good computer data base. The American 
Orthopedic Association has founded the International Center for 
Orthopedic Education at our ofOces in Rosemont, IL (0*Hare 
Airport area). We have purchased a computer system. The intent 
is lo have us act as a"broker" for physicians from theUS A to find 
opportunities to visit other countries as short and medium term 
fellows and for orth(^)edists from other countries to visit us in the 
same ci^city. We hosted in San Francisco, November 12-15, 
1992 an invited inteimtioiial meeting on defining this need. 
Some 80 people from 40 coimtries participated and enthusiasti- 
cally endorsed the idea. If you want a report of this meeting, you 
may write: Hildegand A. Weiler, American Orthopedic Associa- 
tion, 6300 N. River Road, Suite 300, Rosemont, EL 6001 8-4263. 
I think this should be ready in February." (H. Bleck, 1989) 

❖ "(a) Yes, beneficial to rehab professionals all over the world, 
(b) Advisory only since I am retired." (T. Anderson, 1983) 

❖ "I think the formal network is potentially useful. For 
developing nations, an electronic mail network is not yet viable 
in many places. (e.g.> Kenya does not have thiscapability as yet) 
For this reason, a loose leaf notebook will be more useful — 
perhaps with annual or 2 to 3 year updates. This way, travellers 
would know who they might contact while abroad or lo whom 
they could write for specific information. My own role would 
likely be simply that of one of the persons listed. I would contact 
others if I intended to travel or if I wanted informadon in their 
specialty area. I would be happy to help others who contacted me 
with similar needs.** (P. Ginsberg, 1992) 

❖ "(a) It is difficult for me to judge if such a netwoik would be 
valuable. I suppose it might be valuable lo me if I were going to 
a country where few people participated in international meet> 
ings (e.g., China), and I wanted to know who I could meet in a 
particular town, (b) I would be h^^py to be on a list of potential 
visit sites in the USA." (R. Tyler,. 1989) 

❖ 'Tormalized network would be beneficial for faculty, staff, 
students. I would be glad to help." (H. Wallace, 1991) 

❖ "(a) A formalized network would probably be beneficial, 
although I don*t have any bright ideas regarding "to whom and 
how." (b) I do know that I have ideas concerning attitudes and 
stereotyping in general that are useful in counteracting prejudice 



and devaluation concerning people with disabilities in particular. 
These ideas are based on a number of basic concepts that have 
been empirically supported. Of course, I would be glad to share 
these ideas and apply them to concrete situations as presented by 
experts in the disability field.*' (B. Wright, 1988) 

❖ *This might help my insularity and that of many in the field. 
Tm not sure what role I could play. Might provide inanuscripts 
of work in press or in progress. A wathy endeavor." 

(R. Keith, 1987) 

❖ "I believe that a loose-leaf directory of resources abroad 
would be useful. A formalized network is beneficial in that one 
could easily identify a whole host of foreign disability specialists 
rather than the limited number of specialists involved in oneover- 
seas visit I believe that I could do so much more with my 
fellowship (research and writing) if I had unmediate access to a 
formalized networiL In terms of my own role, I would correspond 
and share information with others in the disability field." 
(A.Wasserstrom, 1989) 

❖ "(a) Yes, very helpful (b) Could be done in conjunction with 
ISPO (c) Could be useful for coordinating assistance to develop- 
ing countries as well." (M. LeBlanc, 1986) 

❖ "(a) Yes, to parents, professionals, people with disabilities (b) 
I will continue to participate In and supervise our Center's work 
with OAS." (R. Tumbull, 1984) 

❖ "Useful only if kept current Better, perhaps* to have a list of 
people who one can call to obtain names, advice, etc. Formal, 
detailed lists seldom stay current" (R. Nash, 1983) 

❖ "If by resources you mean contact people and organizations, 
then I believe this type of formalized network would be quite 
helpful. It would be helpful to know the areas of interests and 
expertise of each contact/organization. In the future, I hope to 
become involved in promoting community awareness of and 
sensitivity to disability issues - in this country and abroad. I 
would like to be involved in grassroots social change." 
(B.Wilhite, 1992) 

❖ 'The idea of a network for Intemational resources sounds 
good but our field of deafness is so small Vm not sure this would 
be of much help." (G. Guslason, 1987) 



lEEIR Now Has E-mail Addresses! 



SMTP%*'IEEIR@UNH.EDU*' 
SMTP% "D^WOODS@UNHH.UNH.EDU" 
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Polly Arango 

Algodones Associates, Inc. 
P.O. Box 338 
Algodones, NM 87001 

Jocelyn Armstrong, Ph.D. 
Associate Professor 
Div. of Rehab. Education 
Univ. of ILAJrbana-Champaign 
1207 So. Oak St 
Champaign, EL 61820 

Margaret E. Backman, Ph.D. 

Psychologist 

Barnard College 

30 E 40th Sl, Suite 902 

New York, NY 10016 

Martha Bagley, M.S. 
Specialist to Older Adults 
Helen Keller National Center 
455 LBJ Freeway, LS#3 Suite 517 
Dallas. TX 75224-5998 

Sharan E. Brown, Ed.D. 
Research Assistant 
University of Washington 
6304 19th Ave. NE 
Seatae,WA 98115 

Ted Brown, M.D. 
Chief Resident 
Rehabilitation Medicine 
University of Washington 
1401 5th Ave. N, Apt 702 
Seatae,WA 98109 

Charlene BuUer, Ed.D. 

American Association for Cerebral Palsy 

and Developmental Medicine 

947 Fe^deral Ave. E 

SeatUe, WA 98102 

Jahies I. Charlton 
Executive Vice President 
Access Living 
6946 S. Euclid 
Chicago, E- 60649 



Margaret Cleaiy, M.S., RN. 
Diabetes Teaching Nurse 
Carroll Center for the Blind 
770 Centre St 
Newton, MA 02158 

Jean Compton 
Physical Therapist 
245 East 72nd St 
New York, NY 10021 

W.CarlCooley, M.D. 
Assistant Professor of Pediatrics 
Daitmouth-Hitchcock Med Center 
Center for Genetics and Child Dev. 
One Medical Center Drive 
Lebanon, NH 03756 

Stanley Ducharme, Ph.D. 
Director 

Rehabilitation Psychology 
University Hospital 
Boston Univ. Med. Ctr. 
75 E Newton St 
Boston, MA 021 18 

Nancy Eldredge,Ph.D. 
Assistant Professor & Director 
Rehab Counseling: Deafness 
Program 

University of Arizona 
College of Education, Special 
Education and Rehabilitation 
Tuczon, AZ 85721 

Alexandra Enders 

Montana University Affiliated 

Rural Institute on Disabilities 

52CorbinHall 

The University of Montana 

Misi>oula,MT 59812 

Lane Gerber, Ph.D. 
Professor 

Department of Psychology 
Seattle University, WA 
SeatUe, WA 98122 



Ann Haring 
Teacher 

Loudoun County Public Schools 
Seneca Ridge Middle School 
98 Seneca Ridge Dr. 
Sterling, VA 22170 

Dennis Harper, Ph.D. 

Professor 

Dept of Pediatrics 

341 University Hospital School 

University of Iowa 

Iowa City, lA 52242 

Rowland G. Hazard, M.D. 
Director of Rehabilitation Services 
Spine Institute of New England 
2 Hurricane Lane 
P.O. Box 1043 
WiUiston,VT 05495 

Pauline E. Ginsberg, Ph.D. 
Associate Prof, of Psychology 
Utica College of Syracuse University 
1600 Burrstone Rd. 
Udca. NY 13502 

Stewart D. Govig, Ph.D. 
Professor of Religion 
Pacific Lutheran University 
Tacoma,WA 98447-0003 

Paul J. Grayson, M. Arch., AIA 
Architect 

Environments for Living 
8 Buckman Dr. 
Winchester, MA 01890 

Cathy A. Guenthner, P.T. 
President 

Guenlher Physical Therapy, Inc. 
5871 Cheviot Rd., Suite 3 
Cincinnati, OH 45247 

Bryant Jordan 
Coirespondeni 
Manchester Union Leadei 
38B AshuelotSt 
Keene,NH 03431 
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Marvin S. Kivitz, Ph.D. 

International Association of Jewish 

Vocational Service 

1845 Walnut Street. 6th floor . 

Philadelphia. PA 19103 

Chow S. Lam, Ph.D. 
ProfessOT 

Department of Psychology 
Illinois Institute of Technology 
3101 S Dearborn St 
Chicago, EL 606101 

Robert P. Libwman, M.D. 
Professor of Psychiatry 
UCLA School of Medicine 
VA Hospital/Brentwood 
Wilshire & Sawtelle Blvds. 
Los Angeles. CA 90073 

Jerome Mindes 
Research Fellow 
7-2-24 Jianquomenwei 
Beijing. China 100600 

E.HanisNober. Ri.D. 

University of Massachusetts at Amherst 

Department of Communication Disorders 

6 Arnold House 

Amherst. MA 01003 

George P. Prigatano, PhD, 

Chairman. Section of Neuropsychotogy 

Department of Neurology 

St. Joseph's Hospital and Medical Center 

350 W. Thomas Rd 

Phoenix. AZ 85013 



John W. Raasoch. M.D. 
Medical Director 
Monadnock Family Services 
331 Main Sl 
Keene.NH 03431 

Chrissann Schiro-Giest, PhX>. 
Director of Graduate Studies 
Division of Rehabilitation Education 
Services; 

University of Dlmois/Urbana-Champaign 
1207 So. Oak SL 
Champaign. IL 61820 

Chris Sedor 

Emergency Service Clinician 
Monadnock Family Services 
331 Main St 
Keene.NH 03431 

Betty Ranldn 
Teacher 

Loudoun County Public Schools. 
Leesburg. VA 

Seneca Ridge Middle School 
98 Seneca Ridge Dr. 
Sterling. VA 22170 

Marie Ross. Ph.D. 

Former Director. Research and Training 
NewYorkLcagueforlheHardofHearing 
9 Thomas SL 
Ston:s.CT 06288 



Barbara Sher.OTR 
Occupational Therapist 
Redwoods Rural Health Center 
101 Star Lane 
Whitethorn. CA 95489 

Fran Silvestri 
Executive Director 
Monadnock Family Services 
331 Main SL 
Keene.NH 03431 

Jeffrey L. StniUy 
Executive Director 
Jay Nolan Community Center 
25006 Avenue Kearny 
Valencia. CA 91355 

Gloriajean L. Wallace. Ph.D. 
Associate Professor of Audiology & 
Speech 
Pathology 

University of Tennessee, College of 

Liberal Arts 

457 S. Stadium Hall 

Knoxville. TO 37996-0740 

Helen M. Wallace. M.D.. MP.H, 
Professor of Maternal and Child Health 
Grad. School of Public Health 
College of Health & Human Services 
San Diego State University 
San Diego, CA 92192-0405 

Barbara Wilhite.EdD. 
Assistant Professor 
University of Georgia 
Hardman Hall 

Dept. of Recreation & Leisure Studies 
Athens. GA 30602 
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Adriene Asch, Ph.D. 

Boston University School of Social 

Wori: 

264 Bay State Road 
Boston. MA 02215 

Bruce A. Archambault, Director 
Division for Vocational Rehab 
101 Pleasant Street 
Concord, NH 03301 

Sheila Akabas, Ph.D. 
Columbia University 
School of Social Work 
622Wil3 St-8thRoor 
New York, NY 10025 

Richard C. Baron. Ph J>. 
Project Director 
Matrix Research Institute 
K 106. 2979 Schoolhouse Lane 
Philadelphia, PA 19144 

Douglas Bilken. Ph.D. 

Syracuse Univereity 

Division of Special Education & Rehab 

805 S Crouse Ave 

Syracuse, NY 13244 

Frank Bowe, PhD. 
23 Copper Beech Lane 
Uwrence, NY 11516 

Mary Ann Carroll 
lis Cotillion Lane 
N.Ft Myers, EL 33903 

Shiriey Cohen, Ph.D. 
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Hunter College 

695 Park Ave - Room 2009 W 

NewYork.NY100?.l 

Frances Connor 
200 4th Avenue 
Spring Lake, NJ 07762 

Gerben DeJong,Ph.D. 
Director of Research Center 
National Rehab Hospital 
102 Irving St, NW 
Washington, DC 20010 



Leonard Diller, Ph.D. 
Rusk Institute 

New York University Medical Center 
400 E 34th St-Rm515 
New York, NY 10016 

Douglas Dunl^, Ed.D. 
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88 Main Street 
Framingion, ME 04938-1990 

Louise Duval» Ph.D. 
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Oyster Bay, NY 11771 

Patricia Dvonch, PhD. 
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Alexandra Endeis 
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George Engstrom 
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Monographs Available From lEEIR 



❖ #15 A National Transport System for Severely Disabled 
Persons - A Swedish Model, B. Roos (1982),18 pp. free 

♦> #2/ Rehabilitation in Australia and New Zealand: U.S. 
Observations, D . Woods, ed. ( 1983), 189 pp. free 

❖ #23 Methods of Improving Verbal and Psychological Devel'^ 
opment in Children with Cerebral Palsy in the Soviet Union, R. 
Silvennan, Tr. (1983), 96 pp. free 

#24 Language Rehabilitation After Stroke: A Linguistic 
Model G. Peuser (1984), 67 pp. free 

♦> #25 The Future of Work for People with Disabilities: A View 
from Great Britain^ P, Comes (1984), 80 fp. free 

♦> #J0 Emfjioyer Initiatives in the Employment or Re-Employ 
ment ofPvople with Disabilities: Views from Abroad, D. Woods 
& S. Akaoas eds. (1985), 128 pp. iree 

❖ #32 Life Transitions of Learning Disabled Adults: PerspeC' 
lives from Several Countries, K. Gametl & P. (jerbereds. (1985), 
64 pp. free 

❖ #JJ Bridges from School to Working Life: The View from 
A«s/ro/ja,T.Pannentor(1986), 76 pp. free 

❖ #J5 Evaluation and Information in the Field of Technical 
Aids for Disabled Persons: A European Perspective, A. Pedolti 
& R. Andrich eds. (1986), 59 pp. ftee 

^ #36 An International Perspective on Community Services 
and Rehabilitation forPersoits with Chronic Mental Illness, M. 
A. Jansen, ed. (1987), 78 pp. free 

♦> #3P Family Supports for Families with a Disabled Member, 
D. Lipsky» ed. (1987), 79 pp, free 

❖ ^0 New Development in Worker Rehabilitation: the Work 
Care Model in Australia; A. G. Remenyi, H. Swerissen, S. A. 
Thomas eds. (1987), 102 pp. free 

^41 Social Security Disability Programs: An International 
Perspective, B. Duncan, D. Woods eds. (co-published by WRF 
with Rehabilitation International) (1987), 160 pp. free 

♦#42 Volunteer Rehabilitation Technology, J. Tobias, D. Woods 
eds. 1988, 89 pp. free 

❖ ^43Disabilityin New Zealand: A Study of Rehabilitation and 
Disability Organizations, L.R. Newsome (1988), 52 pp. free 

❖ 044 From Barrier Free to Safe Environments: The New 
Zealand Experience, W. Wrightson (1989), 112 pp. $2.00 



❖ 045 Aphasia Rehabilitation in the Asia-Pacific Region, M. 
Samo, ed. (1989), 92 pp. free 

*> 046 Prevention: The FirstStep in Rehabilitation, I.Campbell 
(1989), 56 pp, free 

❖ 047 Developing Strategies for Communications about Dis- 
ability: Experiences in the U*S,, Hong Kong, India and Paki- 
stan, B. Kolucki (1989), 67 pp. now $3.00 

^048 Development and Direction of Rehabilitation Efforts in 
the Pacific Basin: A Contextual Overview, (from San Diego Slate 
University's Project on the Pacific) (1990), 64 pp. free 

❖ 049 Psychosocial Rehabilitation and Mental Illness: Views 
from Africa, India, Asia, and Australia (co~published with 
lAPSRS and the Center on Psychiatric Rehabilitation at Boston 
University) (1990), 99 pp. $5.00 

❖ #50 Returning the Individual with Traumatic Brain Injury 
to the Community; An Overview of Programs and Services in 
Israel; S. Katz, V. Rorian. (1991)(photocopies only) $2.00 

*> Selection ofCcmdidates and Guidelines for Their Success in 
International Field Experiences Reiated to Disability; C. Briiell 
and L. Leach. (1991) 43 pp. 

❖ Ethical Issues in Disability and Rehabilitation: Repor of an 
International conference B. Duncan and D. Woods, eds. (1989) 
170 pp. now $5.00 

❖ Aging and Developmental Disabilities Challenges for the 
I990*s; Prcc£€di^gs of the 1990 Boston Roundtabh on Re- 
search Issues; 105 pp., M. Janicki and M. Seltzer, eds. free 

1992 - 1993 Monographs 

❖ #51 Disability: The Necessity of a Socio* Political Perspec- 
tive; Len Barton, PhD. (1992) $3.00 

❖ #52 Aging and Developmental Disabilities: Perspectives 
from Nine Countries. S. Moss. (1993) $3.00 

♦> #53 Traditional and Changing Views of Disability in Devel- 
oping Societies: Causes, Consequences, Cautions B. Mallory, 
R. NichoUs, J. Charlton, K. Marfo. (1993) now $5.00 

•> #54 Developing Awareness of Disability in the World: 
Looking at Issues Relevant to Disability in Asifj, (he Pacific, 
and Africa Through the Eyes of US, Fellows, D. Woods, ea. 
(1993) $7.00 

❖ The V.S, Role in International Disability Activities: A His- 
tory and a look towards the future; N. Groce. (Spring 1992) 169 
pp. now $7,00 
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Methods of Providing Occupational Tkeraoy Service to Low 
Income Population in Rural and Urban Settings - Focusing 
on the Infant and Toddltr Population; 
B. Sher (NZ and Hong Kong). 1993. 

Design Effectiveness of Japan^s MITI Housing Program 
for People with Disabilities: A Post Occupancy Evaluation 
of Selected Independent Living Models in the Community; 
P.Grayson. 1991. 

Advocacy in New THealand: A Study of the Disabled Persons 
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